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ETIOLOGICAL STUDIES OF PSYCHOPATHIC PERSONALITY: 
II. ASOCIAL TYPE* 


ANTHONY SMYKAL FREDERICK C. THORNE 


University Hospital, Oklahoma City University of Vermont 


INTRODUCTION 


In a previous study“? it was hypothesized that certain types of psychopathic 
personality represent developmental disorders characterized by abnormal ego de- 
velopment and defective patterns of conditioning in early childhood. Clinical evi- 
dence was cited describing one syndrome designated as the ego-inflated, defectively 
conditioned type of psychopathic personality. The present paper reports the results 
of an intensive autobiographical and psychometric investigation of a psychopathic 
personality of asocial type whose case has recently received nationwide publicity 
resulting from a particularly atrocious series of homicides. The longitudinal study 
of the development of this personality together with the psychometric data appear 
to provide supporting evidence in support of the hypothesis that conditioned factors 
are of major etiological importance in the development of psychopathic personality. 


CasE REporT 


On February 5, 1951 the senior author was requested by Dr. Coyne H. Camp- 
bell, Chairman of the neuropsychiatric unit of University Hospital to perform a 
complete psychometric examination in the case of William E. Cook, Jr., 23-year-old 
slayer of six persons. After obtaining a psychiatric evaluation by Dr. Campbell, 
the subject was tested in the Oklahoma County jail using the Wechsler-Bellevue 
Intelligence Scale Form I, the Rorschach Ink Blots, the Minnesota Multiphasic 
Personality Inventory, the Szondi Picture Selection Test, a modified House-Tree- 
Person Test, the Bender Gestalt, the Machover Draw-a-Person Test, and an ex- 
perimental Sentence Completion test. Following the completion of the psycho- 
metric examinations, the subject was requested to write out a complete autobio- 
graphical sketch including his early life and the circumstances of his homicidal 
actions. In all, the subject was interviewed on 15 consecutive days by the senior 
author. 


Identifying Data. The subject was a 23-year-old white male, single, with only a sixth 
grade education. Born in Joplin, Missouri into a family of very low economic status. 
Father was an irresponsible laborer, alcoholic, and working only sporadically. His 
mother was found dead in bed of apparently violent causes when subject was only 
four years old. The subject has had a long criminal record prior to current arrest for 
multiple homicides. For past few years has been nomadic seasonal worker in many 
locations from California to Florida. 


Behavioral Description. The subject is about 65 inches in height; weight about 135 
Ibs. His most conspicuous facial characteristic is a ptosis of the right eye. He pre- 
sents a blank facies showing no visible emotionality or nervous reactions. At first 
he was totally uncooperative until his defense attorney explained that the psycho- 
metric examination was necessary to support his plea of not guilty because of in- 
sanity. During the interviews, he kept shifting his gaze from side to side as if to 
make certain that he was not being overheard. He spoke in a very soft, low voice 
and at times almost in a whisper. At no time during the interviews (15) did he show 
any external evidences of anxiety, tension or guilt, nor did he ever express any re- 
*The senior author (Smykal) wishes to acknowledge the cooperation and assistance rendered by 
Dr. Coyne H. Campbell in making possible the collection of the data reported in this study. The 
junior author (Dr. Thorne) assisted with the interpretation and theoretical evaluation of the results. 
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morse or regret over his actions. He admitted that it was wrong to kill people but 
did not show much concern over his own crimes. 

At the beginning of testing after the examiner had requested a jailer to leave 
the room, the subject said: ‘‘I am very glad you asked the jailer to leave so that we 
could be alone because he rats to the newspaper reporters everything I do.’”’ He was 
very cooperative in all parts of testing after the initial resistance had been broken 
down, and appeared to be making every effort to perform at his best. During the 
examination, the subject showed no unusual or bizarre behavior which could be 
classified as psychotic and no such trends were elicited. At times his answers were 
very impulsive, the subject blurting out his responses without forethought. On sev- 
eral occasions when the examiner requested him to repeat responses, he appeared 
impatient and said: “I already told you so.” 


SumMaAry OF INpivipvuaAL Tsst RESULTS 
Wechsler-Bellevue Intelligence Scale, Form I. The raw scores on the various subtests 
were: 


Verbal Scale Performance Scale 


Information 20 Picture Arrangement 
Comprehension 8 Picture Completion 
Digit Span 10 Block Design 
Arithmetic 7 Object Assembly 
Similarities 11 Digit Symbol 
Vocabulary 26.5 


Verbal Scale IQ 101 
Performance Scale IQ 114 
Full Scale IQ 108 


The high performance IQ indicates a person with relatively high ability in 
dealing with concrete situations. The verbal scale profile suggests that we are deal- 
ing with a person with relatively high intelligence whose performance has been 
handicapped by deficiencies in education and cultural opportunities. Qualitative 
analysis of comprehension test responses indicates impulsivity and poorly reasoned 
answers, e.g. he stated that if he found an envelope on the street he would open it 
and see what was in it. On the theatre item he blurted out: “I would get up and go 
out.”’ The high picture arrangement and picture completion scores indicate his 
awareness of socially desirable behavior patterns, and adeptness at manipulating 
things with his hands. 

The W-B test results were interpreted as indicating intelligence within normal 

range with perhaps some impairment in areas demanding accurate judgment, con- 
centration, reasoning and ability to mobilize information and use logic in an appro- 
priate meaningful manner. The test performance indicated good contact with 
reality, with out-going action-oriented behavior patterns, and a superficial ‘‘clever- 
ness” in sizing up situations and acting in socially approved manner. At the same 
time, many of his responses were impulsive, revealing poor judgment, and indicating 
that although he knows right from wrong, he lacks self-control and inhibition of 
impulsive tendencies. 
Rorschach Ink Blot Test. The Rorschach record was characterized by quick responses 
on all but cards VII, IX and X. He at first appeared to be somewhat puzzled by the 
significance of the test, rubbing his chin, and showing hesitation in identifying sexual 
symbols. The Rorschach record with verbatim responses and scoring is presented 
below: 
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. These remind me of 
flvin horse 


This reminds me — I 
read a sex book that 
show different parts of 
woman — the sexual 
organs — thats what it 
makes me think of 


Right here reminds me 
of one of those Ballor- 
ina dancing girls 


. Reminds me of 2 little 
bears 
Looks like Looks like 
they might be eatin 
something 

. Might be house shoe 
I dont see nothin else 


here 


. That might be 2 men or! 
2 women 


. makes me think of a_ | 
crab 


3. Looks like a butterfly 


. Looks like blood spots 
or paint spots 


. That reminds me of 
somekind of bug’s head 


. Reminds me of woman’s 
pussy 


3. That's all I know 


. Bat 


. Thats all it reminds me 
of just a bat 


. That reminds me of a 
prick 


. Looks like it might be a 
bed post 


. I dont know what to 
think about 

Could be 2 women’s 
heads here 


. Wings, 2 hind legs — 


looks like he’s flyin the 
other way 


The pussy — outer lips 
-inner lips. Thats what 
it reminds me of 


Waistline and skirt, legs 

the kind of short 
skirt it got (whirling 
out) 


(W) Just the general shape 


of it 


Looks like it might be 
piece of raw meat its red 


Meat 


The toe of it and the rest 


Clothing 
is just heel part of it 


If its a woman here’s 
breast those remind me 
of it. If itsa man here’s 


prick 


Its pincers on it little 


bitty legs 


Wings , A 


Dropped up against the 


wall—its red Blood 
Feelers on its nose, its 
eyes 


This slit — its in 2 — 


looks like a picture of 
one cut in half 


(W) Wings, tails and head. 


Here the head of it and 
body here 


Looks like an old time 
bed post—just the shape 
of it makes me think of it 


Funny hairdo—neck 
that’s about all 
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. Makes me think of a Looks like legs on ’em 
couple of cats that’s looks like they might be 
all it reminds me of climbing up on some- 

thing 


. makes me think of one The waist line, the arms 
of those things women 
make dresses on 


. Looks like it might be The head, leg down there 
2 dogs sittin thereg 


. Might be some kind of Looks like front end 
torpical fish view of it—his eyes these 
kind fluffy feelers down 
here looks like the pic- 
tures I seen of them 
tropical—I seen in geo- 
graphical magazines—it 
was when they had that 
Bikini explosion—had all 
them kind of fish there 


In summary, the Rorschach responses appear to substantiate the W-B finding 
of average adult intellectual endowment. However, the operational level is of poor 
quality with limited creativity, lack of spontaneity in thinking, morbid fantasy life, 
and inferior integrative capacity. The personality structure is characterized by im- 
maturity and impoverishment of emotional life. Comparing sexual responses in 
cards IL and LV we note a definite loss of control or inhibition as revealed by his more 
vulgar and uninbibited responses. Card III shows difficulty in sexual identifications. 
Also on card III, he changed or covered up his original precept of ‘‘blood”’ to “ paint 
spots” suggesting an explosive reaction quickly replaced by a more socially appro- 
priate identification. 

Cook seems to be vulnerable in affect—especially when stimulated by emotion- 
ally-loaded factors. One could expect this individual to react to free situations by 
impulsive, emotional outbursts, with an uninhibited element of persistence. These 
outbursts can be violent and antisocial in nature. Furthermore, there is Rorschach 
evidence to suggest that he is unable to profit from experience and that conformity 
to some limits must very likely come from external controls. His general cautious- 
ness and sensitivity are utilized to see “what he can get away with” rather than for 
gaining insight into difficulties. The sensitivity may also be suggestive of a para- 
noid adaptation that is used as one of the mechanisms of adjusting to society. 

There is evidence to suggest that Cook does not attach much value for normal 
heterosexual adjustment standards. Because of homosexual trends registered on the 
Rorschach, one can expect him to have engaged in overt homosexual and other 
sex orgies. 

Cook’s tendency to isolate himself from the world of humans and human ex- 
periences is an inferenee drawn from the observation that he gave only two human 
and one human-detail responses. However, the remaining percepts indicate, with 
little doubt, that he is capable of producing responses characteristic of the general 
population and, by the same token, that at present he is in good contact with reality. 


Thematic A pperception Test. The TAT responses which are reproduced in toto below 
reveal an abundance of projective material reflecting the dynamic factors contribut- 
ing to his attitudes and style of life. Frustration, hostility, aggressive impuless, 
sexual misidentifications and self-destructive tendencies pervade many of the 
themes. His responses reflect very clearly his life-long conflict with society, resulting 
in lack of positive ego-identification, constant preoccupation with his feelings of re- 
jection and underprivilege, and his needs to secure revenge for the injustices per- 
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petrated by a cold, harsh social system. In summary, the TAT results constitute a 
classie example of the conflicting needs and presses which contribute to the some 
tioned pattern of attitudes resulting in the development of a psychopathic person- 
ality of asocial type. (Circumstances necessitated writing of themes by testee and 
are reproduced verbatim et literatim. 


(3BM) 


(1I8SBM) 


(6BM) 


(17BM) 


(7BM) 


(1I3MF) 


TAT THEMES 


Mrs. Potter had been working hard all day bakeing and fixing a roast for supper for 
her 3 sons and husband. John her husband and the boys are in the front room reading. 
She is feeling awfull tired. She calls them into supper and after supper they set and talk 
and lisen to the radio then go to bed Mrs. Potter lays awake a long time wondering what 
she will fix for diner and super tomorrow. 


Arey is in a daze he has been for the last 2 or 3 days since the police picked him up. 
he has been trying to tell them he doesnt know anything about a robbery but everytime 
they take him out they beat him and throw him in his cell. He wonders if they will call 
his mother. 


Johnny had been needing money pretty bad to take care of his family. He had tryed 
for 2 weeks now to find a Job but couldnt. So he got his gun and tryed to rob a store. but 
the police run in and caught him. he is thinking what will my wife think what will happen 
to them now they send him to prison for 5 yr. his wife gets a divorce and marries an- 
other guy and adopts his kids out. So he hangs himself in his cell one night. 


George had made up his mind to go to the new hore house he had been thinking of 
going for a week now. he picks the first girl she sees and he is through and some woman 
bangs on the doar and says come on out or pay more money your time is up. George puts 
his cloths on and opens the door and there stands his sister he hasn’t seen her for 6 years 
she begs him not to tell their Mother he is stunded and wonders out in a daze. he desides 
not to ever go in a hore house again. 


Mr. Moore hadn’t seen his sister for 25 years and she was visiting him now he had 
thought of all the things he would saw to as when he first say her but when he did he was 
unable to think a thing to say after she had went back home he wondered what she thought 
of her silent bro. 


Calvin had been looking for a chance to get Dobs for a long time. They were both 
trusties in cell hall B Calvin had been watching Dobs for 4 mo. now finely one day after 
the moping was all done Dobs stated he would take a nap he went in his cell layed down. 
Calvin counted off 10 minutes then eased up to the door and looked he eased on in and 
was ready to grab Dobs by the throte when some one yelled. Dobs started to wake up and 
Calvin thinking fast started shaking him and told him someone wanted him. 


Charles had had his draft call for a week now but had’int told his mother. on the day 
he was to leave he told her she said she felt sick and was going to bed for him to write her 
and take care of himself. after he got in camp he wrote his Mother every day. 


George was doing life and had served 6 years allready he had been planing to excape 
since first day he was hear. Now the time was hear he had disided not to wear his cloths 
as he had to swim the river. When he was sliding down the rope on the out side he wond- 
ered if he could swim that far it looked a lot wider than he had expected. he had swam 
about half way when the cramps took him and he sunk out of site. 


James had served his time and had started out the front gate when the warden called 
him back and told him he would like to talk to him in his office. The warden talked on an 
on. James thinks to him self i wish this bastard would get unwound. he felt irotated. he 
wanted to be going. the warden finely shook hands with him and wished him good luck. 
James was out in front of the prison now and starts across the street when a car swings 
— the corner and hits him. a man said and he just got out of prison to hear is his 
release. 


Pauls wife had been feeling pretty bad lately and that in turn made paul feel bad. 
he had been staying out late at night for a couple weeks this time when he came home 
his wife had taken a bunch of poison and was laying dead on a cot. he stood their and 
wondered what she did it for. After that he wondered around the country a while then 
joined the army and got killed. 





SO Ahly SO tae 





(18GF) 


(13B) 


(8BM) 


(9BM) 


(8GF) 


(12F) 
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TAT THemes—Continued. 


Old mrs more had Been out of the nut house for several years but everyone know 
she was still nuts. She liked kids awfully well and was always trying to get them to come 
into her room to show them her toy’s but people had told their kids stay away from her 
as she might kill them. They all stayed away from her except Mary Susan who’s mother 
and father worked days. she would go in mrs. more’s room and stay for hours. One day 
her mother found out about it and told her girl never to go in her room and to stay awau 
from her. Mrs. More missed the little girls company so she wandered around in the halls 
day and night early one morning when mrs. susan was going to work Mrs. More grabed 
her and choked her to death. They came and got old mrs. more and put her back in the 
nut house. 


Mr. Smith wanted his son to play a violin so he saved so much a week untill he had 
enough to buy a cheap one Bobbie had had 3 or 4 lessons and was seting waiting for his 
teacher to come he didnt like to play. he got to thinking how he could get out of it. the 
thought struck him that it he broke it he wouldn’t half to play any more so he up and 
smashed it on the floor he got a good spanking but didn’t half to play anymore. 


Homer’s mother and dad had been on a drunk for 3 or 4 days, they started fighting 
and the police came out and got them and put them in jail. he set in the doar way for a 
long time and wondered when his-mother was coming home. a big car drove up in the 
yard and took him to a place whear their was lot of kids and he never saw his mother or 
dad again. 


Tom and Dick had been buddies for a long time and had went hunting lots of time 


| together today they were going to hunt rabbits they had been hunting for an hour or so 
and had disided to try over in the next feel when they were going under the fence Tom’s 
| gun went off and hit Dick in the belly he run and called the doctor and they took him to 


the hospital. The doctor said he might live if the bullet didn’t hit his liver Tom hoped 
it hadn't. Dick got all right in a few mo. but never went hunting with Tom any more. 


Ed had had a hard days work and the boss asked him to work over time and he did. 
When he got off he walked out to the buss stop and leaned on the lamp post he wondered 
if the last bus had run. he hoped not cause he had a long walk ahead of him if it had 
— soon he could see the light of it way down the street and he caught it and rode 
1ome he had a cold supper and went to bed. 


Paul had a headache when he came home from work and took what he thought was a 
couple asprins but soon discovered that he had taken a couple bendzindine tablets by 
mistake so he was unable to sleep he, walked the floor all night when it started getting 
light he stood in the windo and watched it he thought it shure took it a long time to get 
light but finely it did and he had breakfase and went to work. 


The old grave yard tender had had his job for 30 years so the city was going to tear 
up all the stones and make a park out of it. the old cartaker was sad cause he liked his 
work and knew everybodys name who was burried their. After they made a park of it 


| they give him the job of careing for it and after he worked in it a whiile he liked it even 
| better. 


The 4 boys.had been planing to escape for several days and finely got a chance they 


| were awfully tired next day after running all night. and were laying in a feel asleep they 
| woke up that night and started out again but were hungry and went up to a farmers house 


a bum something to eat but the farmer came out with a shot gun and took them back to 


| the reformatory. 


Mrs. MeNight’s husband had run away and left her a week ago. so she had made up 
her mind to gass her self. when she went to bed that night she shut all the windos and 
doors and turned on the gas but next morning she woke up and all she had was a reel bad 


| head ache. she staggered to the door and opened it and stood in the fresh air not thinking 


anything after a while she felt better and promised herself she would never try that 
again. 


Mrs. Bandy’s mother had been hinting she would like to go to St. Louis to visit her 
son for a mo or so. but mrs. bandy didn’t want to tell her mother that they didn’t have 
the money to send her but finely told her they didn’t have the money so mrs bandy’s 
mother wondered how in the world she could make the money finely she made a bunch of 


| pot holders and sold them then went and had a nice visit with her son. 








ETIOLOGICAL STUDIES OF PSYCHOPATHIC PERSONALITY 305 


Minnesota Multiphasic Personality Inventory. The raw scores on the MMPI were’ 
as follows: 

L F K 8s D By Fa ME MP PF Sc Ma 

3 15. 14 5 30 18 3 21 17 15 27 18 


The high Pd score is consistent with the diagnosis of Psychopathic Personality with 
some schizoid and paranoid tendencies. The high D score is consistent with a de- 
pressive personality reaction to his present circumstances. The high F score may be 
interpreted in terms of his family background and his habitual style of life. In at- 
tempting to make a differential diagnosis between Psychopathic Personality and 
Schizophrenia, a qualitative analysis of Pd and Sc item responses was made. The Pd 
items appeared to be truly reflective of the typical psychopathic traits of irresponsi- 
bility, inability of experiencing deep emotional ties, failure to profit from experience, 
and flattening of affect. Qualitative analysis of Sc items reveals no hallucinatory or 
irrational ideation, or other genuinely psychotic trends depicting a true schizophrenic 
condition. The items identifying him as possibly schizophrenic were 15, 17, 52, 65, 
76, 121, 157, 168, 202, 238, 302, 308, 309, 310, 311, 312, 315, 318, 322, 323, 328, 330, 
331, 334, 335, 356, and 366. In conventional psychiatric usage, these items are not 
pathognomonic for schizophrenia since they are also found in other disorders. 


Szondi Picture Selection Test. The subject showed a consistent trend in selecting 
particular Szondi pictures in tests on 13 consecutive days. There was a consistent 
pattern of plus H; minus S fluctuating to open S; minus EL; open Hy; minus K; 
minus P; plus D; and open M. No comments or conclusions were made from these 


results due to the inconclusive status of the validation and standardization of this 
test. 


Drawing Tests. The Draw-a-Person test results are presented in fig. 1, and the re- 
sults of a modified H-T-P test in fig. 2. Mr. John N. Buck, originator of the H-T-P 


aay, 
> S Nx 


Fig. 1. Draw-a-Person Test Results. 
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Fig. 2. Modified H-T-P Drawings. 


technique, was sent the drawings without any identifying data and kindly consented 
to make a blind interpretation which follows. 


“The absence of (1) standard administrative procedure; (2) a Post-Drawing- 
Interrogation, and (3) any record of detail sequence, time consumed, the order in 
which the wholes were drawn, etc., emasculates this combination of House, Tree and 
Person, and makes a so-called blind analysis a relatively futile and even less scientific 
procedure than ordinarily. Nonetheless, since the drawings of these three objects 
have certain intrinsic diagnostic value, regardless of how they are obtained, an 
analysis has been attempted. 

The writer’s impression, from the quantitative scores and pstterns, is that this 
is an individual of at least average intelligence, who is presently functioning well 
below his maximal level of efficiency. His function is presumably of lowest quality 
when the situation requires that he adjust to the presence and demands of other 
people (since he is gravely lacking in insight). His behavior much of the time is 
characterized by a pseudo-bland aloofness and rigidity, and a tendency to be overly 
critical of others. His frustration-tolerance threshold is low, and under pressure from 
without (he can endure but little “‘ pushing about’’) or from within (obsessive think- 
ing), his strong potential for impulsive behavior could well explode, so to speak, with 
resultant psychopathic-like action, though much of his hostility is probably dis- 
sipated in phantasy. One suspects that the unpredictability of his behavior has been 
a matter of distress to his relatives. 

The absence of gross quantitative errors of judgment apparently rules out any 
acute psychotic condition, with the possible exception of a paranoid state. If he has 
ever been a schizophrenic (and there is more than mild evidence that he has) he is 
presumably now in a state of remission. 

From a qualitative standpoint the outstanding clinical flaw seems to be what 
might be called his psycho-sexual confusion. He tries hard to impress one with, his 
virility, but he is unsuccessful. In the three drawings there are many signs of oral 
and anal fixation, and a tendency toward voyeuristic behavior is seen. He is highly 
narcissistic and egocentric. A handicapping (and probably ambivalent) attachment 
to the mother is suggested. 

Qualitative analysis argues that subject is obsessively concerned with matters 
sensual in general; sexual in particular. He is presumably a rather shy, eccentric and 
withdrawn individual who is hypersensitive to criticism. He apparently seeks avidly 
in phantasy the satisfaction of his basic drives which is largely denied him in reality. 
But his relative inability to abstract, the essential concretivity of his thinking, and 
his strong feelings of indecision and impotence preclude his securing real satisfaction 
in phantasy, and tend to insure that much of his wishful-thinking becomes colored 
by (1) grandiosity and (2) hostility. 
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His inability to satisfy immediately his very strong need for emotional gratifica- 
tion might well lead to (1) a full-blown retreat from reality, or (2) anti-social activity 
(there seems a likelihood that he will indulge in so-called perverted sexual behavior). 

It is unfortunate that we don’t have a standard achromatic-chromatic H-T-P 
in this case.” 


Bender Gestalt Test. The subject gave no responses suggesting a confusional state or 
organic lesions. He handled the materials very freely, turning the page around fre- 
quently without asking permission, did not follow sequences but placed his drawings 
unpredictably, and no significant responses were noted. When asked to make any- 
thing he desired out of the test designs, he constructed a wrist watch, drinking glass, 
and an Xmas tree. This preoccupation with material objects may reflect compensa- 
tory needs stemming from deprivation and underprivilege. The drawings are repro- 


€ 


duced in fig. 3 


Fig. 3. Projective drawings made by using Bender Gestalt Test figures as stimuli. 


Sentence Completion Test. An experimental Sentence Completion test developed at 
one of the VA installations was used in this investigation with the most significant 
responses being given below. (Italics are verbatim et literatim). 

1. 


I feel that a real friend-is sometimes not a friend. 
When the odds are against me 7 am pretty shure to lose. 
I would do anything to forget the time I have done. 
If I were in charge of jail I would feed better. 

To me the future looks bad. 

The men over me hate me. 

I hardly ever get any meat to eat. 

When I was a child 7 got beat wp quite a bit. 

What I want is a woman who loves me. 

My mother has been dead a long time. 

Most of all, I want to be free. 
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T don’t like people who try to be funny. 
Ten years from now, I might be dead. 
Most of my friends don’t know that I am afraid of them. 
When my family gets together they fight. 
Some day I might have a lot of money. 
When I see the boss coming 72 work harder. 
The worst thing I ever did was go to the reformatory. 
My father and I don’t like each other. 
I like my mother but don’t like my dad. 
What I want out of life is a nice home and everything. 
People would do anything in order to get money. 
A child gets his character from his childhood. 
It is wrong to make people eat what they don’t want to eat. 
A friend can get in your hair when he lies to you. 
What makes me angry is to be made fun of. 
The thing a woman looks for in a man is godd looks and money. 
The difference between Mom and Dad was 7 didn’t get to know my mom. 
I get distracted when some one stares at me. 
I used to feel bad about the way my people and Mrs. F treated me. 
I can work best when my supervisor doesn’t stand and watch me. 
When people make fun of me it makes me angry for a while. 
My idea of a mature adult is one who doesn’t have much to say. 
As a youth my greatest trouble was old Mrs. F. 
I cannot understand what makes me eat so much. 
Most of all, I wanted to have a nice home and things. 
As a youth my greatest emotional need was love. 
I like people at parties who don’t have much to say. 
I used to daydream about having a nice home. 
He was happiest when she was nice to him. 
41. The kind of people who irritate me are the talkative ones. 
42. I sometimes hated father because i think he killed my mother and he kicked 
us out. 
43. I couldn’t get along without eating. 
44. She sometimes hated him because he got drunk and run around with other 
women. 


Qualitative analysis ofthese Sentence Completion responses reveals the same atti- 
tudes and conflicts un¢overed by the TAT results. The needs and presses contribut- 
ing to the development of a psychopathic personality of asocial type are clearly re- 
vealed. 


AUTOBIOGRAPHY 
WILLIAM COOK 


Born Dec. 23, 1927 at Joplin Mo. I am not shure of the above statement. -My parents were poor. 
Because my dad was a drunkard. My mother died when i was about 4 years old. The only thing i 
know or remember about her is one time my sister and me came home from playing at a yellow house 
and found her dead laying on a cot. she had a large gash in her,head. I believe my dad killed her cause 
they wern’t living together at that time and he had threatened to kill her several times and had been 
coming there and beating her up. I had 6 sisters and 1 half sister 1 brother and 3 half brothers. after 
my mother was killed my dad wouldn’t keep us so we all went to live with one of my older sisters who 
was married her husband made a living stealing cars. we lived there for a while then my sister and her 
husband broke up and we all moved to a big barn and stayed a while then my dad turned us over to 
the county for adoption and they took 3 of my younger sisters and younger bro. to the childrens home 
but not me cause i had a bum eye and no body would want to take me. so i went to live with another 
sister my half sister her husband made a living as a trash picker and they had fights all time cause he 
didn’t want me their. that winter he run me off and told me to go to my half bro. who lived about a 
mile from their but he wouldn’t even let me come in he sent me back. i went back but they wouldn't 
let me in so i stood around on the street a couple days and some body came and got me and took me 
out to Mrs. F. She keep boys for the county for so much a Mo. when i first went their she give me a 
bath in lysol water. 
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I must have been around 6 vears old then cause i started to school in the first grade. Mrs. P. was 
my teacher. She is the only teacher i remember. She was always nice to me. Mrs. F. was awfull mean 
to us boys their. It was about like being in the reformatory. all the boys that stayed their for any 
length of time showed up in the pen or reformatory, when i was about in the 3 or 4th grade Mrs. F. 
got the ecunty to have my eye operated on. they did and it opened it up quite a bit but it wouldn't 
close like it should or stil] don’t and i couldn’t notice seeing out of it and still don’t. I didn’t have any 
friends. everybody weuld say their goes one of those F. boys. when i was in the 5 grade Mrs. F. started 
making me rub her busts and back then started playing with me and making me kiss her all over and 
she had a stick shaped like a prick she would put a rubber on and make me sit on her belly and push 
it in and out of her but most of the time she made me suck on her busts and cock. Mr. F. wasn’t able 
to do her i guess cause he sleep in a little room upstairs by himself. she sleep downstairs and she would 
wate till pretty late at night. then come up stairs and wake me up to go back down to her bed room 
with her. sometimes after i went back up to bed i would feel like screwing so i would screw a boy who 
sleep with me. he wet the bed and if i wouldn’t tell on him he would let me screw him. After Mrs. F. 
started haveing me do that she wasn’t as mean to me as she was before that. I only had one friend and 
that was a Mrs. K. and Her girl Mary they were nice to me. Mrs. K told me that Mrs. F. finely lost 
her licence to keep kids for being so mean and crule tothe boys she keep. one day Mrs. F’s sister come 
to visit her and she was awful nice to me so i run off and went to where she lived in willow Springs Mo. 
I stayed their about a week then they came and got me. Mrs. B told me i would half to go back to 
Mrs. F. or to reformatory i didnt want to go back to Mrs. F cause i knew she would beat me up pretty 
bad and i didn’t like playing with her. 

So they sent me to Missouri Training School for boys at Boonville Mo. The training i got their 
was how to steel cars and pick locks. They sent me their for one year. I stayed about 9 mo. then was 
paroled to My sister at cairo II]. While i was their at the reformatory i screwed boys all the time. ] 
didn’t like it at my sisters cause she was a salvation army officer and so was her husband they made 
me sort out rags and trash he would drive around and pick up. Their was a girl their i screwed all 
time. I liked her pretty well and i think she liked me. I run away with her brother and stold a car and 
bicycle and broke in to a store. he had been in the reformatory in Ill. a man caught us in Mo. and sent 
us back in a truck. then i run off again and went to my sisters who lived in Joplin. I lived back and 
forth between 2 sisters their for a while eather one wanted me their. I was getting to be pretty big 
then whear i could work so my dad came to my sisters and got me and took me down to Van Buren 
Ark. from their he took me to the ectton feals at Ocuyolo Ark. All the money i made except encugh 
for show on sat. he took away from me and used it to buy whisky for himself. so i run away from down 
their. and went back to Joplin. from their i went to a sisters in Witchata Kansas i lived with them 
for a while then one day her husband took me out and we got drunk that was the first time i ever got 
drunk anyway when we came home my sister got mad about it and took me and went to live with a 
guy who run a cafe. he didn’t like me their. so.i stole his gun and went to Joplin and robed a cab driver 
tuey caught me next day and took me to jail my sister from Witchata and the guy she was living with 
came down their to see me and told me not to worry cause they were going up to springfield Mo. and 
ge me a lawyer but i never herd from them again so they took me to court and i pleaded guilty and 
they gave me 5 years in the reformatory at boonville Mo. I stayed their about 2 years working in the 
carpenter shop when one day i got my hand in the table saw and they took me to the hospital an old 
nun asked me didn’t i have any wood to cut on. I got so mad i ecryed they thought i was crying about 
my hand. I guess that is the only time i was really mad about anything. 

I stayed in the hospital a couple mo. and my hand got alrite excep for a stiff finger. While i was in 
the reformatory this time i got to screwing one of the guards Wifes and i also screwed boys along to 
and some of them sucked me off they did it for candy bars this woman give me and for makeing them 
boxes to keep their things in. once when i was in company D one of the boys got caught screwing and 
he told on every body who screwed him. they took all of them and 3 more to for having two many 
blankets on our cots and an old nigger nearly beat us to death with a rubber hose. I got 47 licks. when 
i came out of the hole after 30 days they transferred me to I co. one night a guy stole my coat. I told 
him to give it to me. but he told me to get it the best way i could. I remember telling my locker part- 
ner watch me get that guy i got a ball bat and hit him in the head with it. He give me back my coat 
but i got 30 days in the hole for it my ass was still toar up so bad they didn’t whip me no more. after i 
came out of the hole 7 of us run off me because i had been due for parole for quite a while then i got in 
that trouble so i knew they wouldnt let me out. We run off one night next day we were hideing in an 
old house When up drives a load of guards and we all started runing and they started shooting only 
one boy got shot and him in the foot all of them stoped except me and i stayed hid in the brush til 
night then walked 19 miles to a highway 50 and caught a ride into Kansas City. 

We had stole a car in boonville but it didn’t have a raideator in it so it only went about 4 miles 
we left it on the side of the road about a mile from whear we hid in that old house. They took them all 
back and let one of them go home cause his dad came after him 3 of them went back to the reforma- 
tory They took 2 of them to court and one they give 2 yr and the other 3 yr in the intermeatet re- 
formatory at Algoa Mo. I stayed out about 4 mo. most of the time i was down in Fla. with a half bro. 
the one who wouldnt let me stay with him when i was little. I pulled spanish moss with him we pulled 
it for about 3 mo. i was supposed to get half but when he sold it he only give me $90.00 and he keep 
$280.00. so i left their and went to denver Col. to a sisters i only stayed their a few days i thought i 
saw a police man watching the house. i went to a half sisters in Calif. i got a job at the western union 
i worked about 4 days and one evening on my way home i thought i saw a couple police following me so 
i took off and went back to the western Union office and told them my mother was sick and i had to go 
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back to Mo. i told them to give my money to my sister she would come after it i then got on a buss 
and went back to Fla. stayed their a couple weeks and tryed to get a girl their to marry me she would- 
n't i guess she is the only one that i love. i left their and went up to Joplin Mo. the big nigger that 
beat me up at the reformatory caught me when i got ou a city buss to go out to my sisters. he had got- 
ten fired at the reformatory and had come down their and got a job on the police force. they came 
and got me and took me back to Boonville and give me 5 yr. in the intermeatet reformatory at Algoa 
Mo. In the receiving cells their one of the boys who run off with me that got 2 yr. for the same thing i 
got 5 for give me a hack saw blade but they c aught me sawing out the bars in the windo. so the ‘vy beat 
me up and chained me to a radiator every day for 20 days and made me saw on an old piece of pipe 
When i was sawing one day the (whatever you are) came in and took some pictures of me while i was 
chained to the radiator. When i had been their 30 days they transferred me to the State prison to do 
my time. While i was at the Pen. i shot bendindrine and morphine and had me a boy i serewed all 
time i worked in the - d room pealing spuds for a while then in the plumbing shop and in the pants 
shop istayed their 3 yr 10 mo. and got out last July 16-50 they give me 5 dollars when they released 
me. 

My sister came and got me the one who married a salvation army officer. i staved their a week 
and left cause they embaresed me. they had a little shack out in back whear they keep old clothes 
people give them and i didn’t have any so i got a couple pair of pants and shirts out of their the kids 
would embares me by telling every body i got my cloths out of the rummage and my sister said if i 
stayed their i would half to go to church with them alltime (they have a church meating every night) 
as i don’t believe in that kind of crap i left and went to Mich. I tried to find a job at my sisters but 
couldn't. I went to Mich. to a half Bro. who was picking strawberries their. i picked berries till they 
were all over then i went to Calif. to a half sisters. I worked picking peaches and tomatoes, grapes, 
almons, then i went back to Joplin and trie <d to join the army but they said i would half to have been 
out ol prison at least 6 mo. with : a ste: ady job. I went back to C alif. and tried to join but they told me 
icouldnt a because of my prison record but could be drafted. so i went to L. A. and got a job on 
the 8. P. Railroad i didn’t like that job cause their was only mexican wetbacks on that job and the 
forman’s were like prison guards telling you to shut up ca ling you all sun of a bitch and everything. 
they could get away with that cause the mexican’s were scared if they said anyhing he would eall the 
cops and turn them in. so i worked a couple weeks and quit. i then went to San Jose Calif. and got a 
job for a construction company putting in sewers down the middle of the street. i worked down in the 
ditch 18 ft. and they were always caveing in so i quit and went to Joplin and stayed 2 or 3 days then 
went to Huston Texas to try to find a sister their but at the address i had they told me she was in the 
nut house for taking yellow jackets and trying to kill herself by cutting her rists her husband had got 
in trouble and got sent to the Pen in Texas. They had allready let her out of the nut house so i went 
to Sugarland Texas to the prison farm to find out whear she was living at from her husband but he 
had allready been released so i went to El Paso Texas and went across the border and got drunk on 
tequela and made all the hore houses then i went to Calif. to blythe Calif. 

i got a job their working for a guy who halled potatoes and stuff back from L. A. to sell he was a 
queer and he sucked my dick and i screwed him. i worked for him a week. i asked him for my money 
and he told me he didn’t have it that i would half to wait. I am still waiting. one of his guys he sold 
stuff to run a cafe, store, station, so i went to work for him washing dishes clearking and station oper- 
ater for $25.00 a week and board and room but the first weeks he give me a 10 dollar raise so i was get- 
ting 35 and i stole a lot from him. I worked for him til X mas. When we all get drunk i told him i was 
going to quit. but he begged me to stay and i stayed 2 more days then quit. I had $480.00 when i left 
their i went out on the highway and met a couple that lived in the same trailer court when i worked 
for the fruit. they said they were going to L. A. i told them i was going to Florida why didn’t they go 
down their They said they were broke i told them i had some money so they went with me. We got 3 
or 4 rides and that got us to El Paso Texas. she found her a job first day and him and i went over to 
mexico and got a fift of tequela and pint of Waterfill Frazor and got drunk and went to a hore house 
he had to go back to El Paso to meet his wife when she got off from work so i went on by my self 
don’t know whear all i went but i know i went to 2 or 3 more hore houses. When i woke up next morn- 
ing i was at a cheap hotel in El Paso and had $355.00 left so i went looking for the couple at the hotel 
whear we stayed the first night but couldn’t find them i went back to catch a street car for mexico 
and got to looking at guns in a store windo so i went in a bought one then i went to the buss station 
and got my bag and put the gun bullets rece pt in the bag and walked out on the high way and ¢¢ aught 
a ride with a truck driver up in to new Mexico then another one to a little town in Texas i don’t re- 
member the name of it. 

A guy came along in a black buick and stoped at a station about half a block from whear i was 
standing he walked back and asked me whear i was going i told him Joplin he said he was going to 
Miami Okla. and i could ride with him if i wanted to so i did we hadn’t drove far when he started 
telling me all about himself he said he had just got out of macalister Okla. a few mo. ago and had did 
time in 2 or 3 other pens. He said he went for anything to make money and tried to get me to say i 
would go with him. he said he owned the car but i figgered he stole it cause he was pretty nervis and 
didn’t know what switches turned on the lights or whear the lighter was and once he pushed on a but- 
ton and the windoes came down and it scared him. I got to thinking i would rob him. so we stoped 
at a cafe near Okla. City. it was early in the morning and we ordered breakfast they brought mine and 
i eat it but they never did bring his so we go up and left. at another little town out side of Okla. City 
we stoped at annother little cafe and he went in and eat i stayed in the car and got my gun out of my 
bag and put some bullets in it when we got out on the highway i put the gun on him and told him 
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was going to rob him he begged me not to—that him and i would go robbing together but i made him 
get in the back compartment and locked him up and started driveing for the main highway (66) just 
when i got their he jumped out and ran. asi was pulling onto the highway something went wrong with 
the car and it wouldnt do but about 60 the guys name was Archer and he told police i robed him of 
$100.00 but i didnt take a penny from him. (i was going to take his money but he got away). 

i had went for 2 or 3 miles and the motor had started makeing a lot of noise so a flaged a car it 
pulled over and stoped i pulled off the road and walked back i forgot my bag with my cloths and 
things in it. i got in the car with these people Moser was their name i told them what had hapened 
and i didnt want their money or anything all i wanted was to get away. i had the gun in my coat 
pocket. they said they would help me all they could that they were going to visit his bro. in Albu- 
curky New Mexico so i told him to turn at the first good road and go around Okla. City. he did and in 
the mean time i took the gun out of my pocket and put it in my belt. She was leaning up between us 
and saw it and iam pretty shure he did to. We got some gas and a jar of water for the kids was south 
west of Okla. City and got to talking about how we would work it so he wouldn’t go too much out of 
his way. so we desided to go to carlbad caverns New Mexico and i would tie them up and go on to 
E] Paso and they would get loose and go on up to Albucurky New Mexico We stoped at a place and 
got some more water and sandwiches to eat and some soda pop. When we got to Witchata falls we 
stoped an got gas and him and i went into the place to get some things to eat. he grabed me around 
the arms and helt me for a while and hollered to the two men in the store to help him. that i had a gun 
and was kidnaping him and his wife and kids but i was trying to get loose and he swing me around and 
broke out a windo i got the door open and got out side he was still holding on to me and i got the gun 
out of my belt and told him to get in the ear and lets go before the police got their he did and we took 
off and went on down the highway a waise then turned off and ask some boys how to get back to 
Witchata falls Texas and not go on the main high way and they told us and we did we went back the 
way we came for a waise then turned off on a state form road to the left and finally came back out on 
the highway we were on when we got the gas. 

All the time he would drive a while till he got tired then she would drive while he sleep and rested 
i would dose every once and a while. it was pretty crowded in the back so the little boy would sleep on 
my lap at nights. We drove on to carlsbad New Mexico but just before we got their he started winking 
at his wife in the rear view mirror she grabed at me and the kids started crying. she said she was sorry 
that she must have been dreaming to do anything like that and we finely got the kids to go back to 
sleep. when we got a Carlsbad caverns he said why didn’t we drive back up in Mo. and i could get off 
whear i new the country better and they would go on home and not report it till they got their. so when 
we got to E] Paso i thought i might leave them their and go over in Mexico and stay a while but as 
we Was going into town a bunch of cars were stoped up ahead so we turned around and went back out 
to the highway that goes to Huston Texas and went their then went north to Arkanses and then up 
to Mo. at Joplin we stoped at several places and got stuff to eat and gas up. Just as we were going 
into Joplin (I was asleep and he woke me up) he ask me what way to go. I told him we would drive 
around and find a good place whear i could leave them and have a few hours start. A white car came 
by i think it was a police car but i don’t know for shure anyway it went on and he got in the back and 
let her drive we drove around for 2 or 3 hours and out on a road that goes down through a park we 
stoped and i tore up a towel and tied him and the biggest boy up and gagged them the two little ones 
we desided not to tie then cause they might start crying. 

i started to tie her up and put a gag on her but desided to let her drive. I was going to go on out 
in the country a little way and leave them and walk back in town, the 2 little kids started crying want- 
ing water i give them some and she drove a while and i turned around and started shooting in the back 
seat and then turned back and shot her. she fell over against me and on to the floor. i seooted over 
under the wheel and started driving her feet moved so i stoped a minute and tied her hands up and 
turned around and drove back to Joplin and drove around town trying to think what to do. Finely i 
thought of the mine shaft and drove out their it was getting pretty light in the morning i drove up by 
the mine shaft and pulled at some boards on top of it and 2 or 3 came loose. soi picked him up out of 
the back seat.and dropped him on the ground and took his bill fold and picked him up and carried him 
over to the hole and droped him in then i picked up the kids and droped them in and then her and 
drove 2 little ways on a dirt road and stoped and roled down all the windos and thru out a chair and 
pot in the back and put a quilt over all the blood then i drove over to 66 highway and got some gas 
and drove to tulsa Okla their was a lot of traffie and i banged into a guy and nocked him into 3 or 4 
cars at a stop light they got out and started back their but the light changed and everybody started 
honking and they got back in and drove over to the side and stoped but i keep on going. 

i wanted to get out of trafic so i turned off and keep going till i came to a dirt road i was going to 
go around town and come on the highway again but it started to rain real hard again and the car 
slipped into a ditch and stuck i set in the car for a little while and a guy came by in a pickup truck i 
tried to get him to pull me out but he said he was afraid he would get stuck to so he went on he was 
going on out from town i got back in the car and got some of Mosers cloths and coat and put them on 

hey were way to big for me but mine were all bloody I looked in his billfold and their was $20.00 left 
and i looked in her pocket book and she had 11 or 12 dollars and a set of car keys. he bought every 
thing to eat and gas and payed for everything along the way. everytime we stoped i would take the 
keys out of the car (i didnt know she had a set) she and the kids would stay in the car most times, 
wien she or the kids wanted to go to the toilet we would stop and they would go over in the woods, a 
couple times they went to the rest room at gas stations and washed up. finely a guy came by in a panel 
truck going to town and he hauled me in to a shoping . . . .to a drug store i had the drugest call a cab 
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but one came by out side and i went out and flaged him down and had him take me to a barber shop 
as i needed a hair cut and shave they didn’t have a rest room at the one he took me to so i walked on 
down the street to another one in the rest room i used the toilet and looked in the mirror and saw i had 
blood all over my face so i washed and then got a shave and hair cut. then went to pennys and got a 
pair of pants and shirt socks shoes and a hat. then went to the bus station and caught a bus for El 
Paso Texas it was just leaving they changed me at several places from this burlington buss to a gray- 
hound at Witchita falls Texas on into Elpaso ' 

i went out on the highway and got a ride with a truck driver he was a mexican driving a truck to 
Duglas Ariz. and couldn’t speak English i rode with him to the place whear he turns off and caught 
a buss to the next town then another one to blythe calif. igo out to whear this fruit i worked for and 
he was going into a little town next to L. A. next day so i sleep their and next morning we went to 
that town. and i desided to come back with him to blythe we got back late that night when we got 
back and had allready gone to bed a friend of this fruits showed up and stayed the rest of the night 
next morning they went out to look at some land they were planning to rent. they had been gone a 
little while when a nock came on the door (i stayed at the cabin) i was on the toilet and i hollered to 
Wait a minet and got my cloths and went to the door and it was a sheriff i knew when i worked at the 
cafe his wife worked their too. he told me hello and how was i and iasked him about how his wife and 
dauter was and he said ok and asked me if paul was their and i said no that he went with some guy to 
look at some land. he said well that he didn’t realy want to see paul now that i was hear. that he had 
a pickup order from riverside to pick up me and the pearses they were the couple who went to Elpaso 
with me. he said he was shure surprised to see me their as they didn’t think i would show up their and 
that he had been instructed to go to people i knew their and find out my sisters address if he could and 
that that was what he wanted to see paul about. 

so i told him to come on in. he did and i ask him what it was all about he said he didn’t know 
what it was all about so i reached in my coat pocket and had a hard time getting the gun out as it was 
turned long ways and was wedged in their. i told him he would half to go with me he said ok whear did 
i want to go so about that time their was a nock on the door and went to see who it was and he set 
down on the bed it was one of the mexicans who was working out in front of the cabin putting in a gas 
station. he asked me if i would move that county car that it was in the way i told him to move it and 
he did then we went out and got in the car. and went out the highway like going to L. A. we went for 
a ways and i told him i wanted to turn off to go to ripley we had done passed the turn off so he turn- 
ed around and went back to it and then he said he should call in as they would miss him if he didn’t 
and start a look for him so he tried the radio and said a bunch of numbers in it 2 or 3 times and said 
we must be two far out for them to pick up on their radio so he shut it off at ripley he said we had 
better get some gass as we didn’t have much we did and went on after about an hour he said why did- 
n’t i tie him up and leave him along their in the desert some place and i could go on down to the other 
highway and stop another car with the red light and go on whearever i wanted to go and that he would 
stay their a half hour to give me plenty time. so i said ok and he stoped and he give me his gun and 
bill fold and got a blanket out of the back and we went off the road a ways and he tore a strip off it 
and layed down on the rest’of it so he wouldn’t get dirty and i tied his hands behind his back as i was 
walking back to the car he hollered at me to be good. 

i got in the car and hadnt went but about 5 minutes and a car came by with 3 or 4 men in it and 
i went a little farther and saw a car coming with one guy in it i stoped and turned the red light on and 
he stoped i went over to his car and told him how come he run over that little girl and that i was the 
sheriff and we were going back he said ok and that he didnt know he had hit any one he turned around 
and i pulled out the sheriffs gun and told him i wasn’t the sheriff i was a rober he said ok that he would 
do what ever i said all at wonce lie got all nervis and said he had been shot before and the gun went 
off 2 or 3 times and fell out the door the car was going slow and he lay beside the road i didn’t stop 
but saw him when i looked Back i drove on down to the highway and on to mexicali and the guard 
whear you go over into mexico stoped me and aske me whear did i think i was going i told him over into 
mexico to visit around he ask me was i going to leave town and i said no so he said ok. i drove around 
all after noon and eat at several places and then that night i got a tank of gass and drove out of town 
down to San Felipe mexico and no one spoke English so i drove around their and the highway stoped 
their so i drove back about halfway and the car went dead and stoped in the road. 

i layed down in the seat and went to sleep next morning i looked around in the car and found 2 
rifels and some bullets a guy came by in a jeep but didn’t stop then a couple guys came by in a car 
and stoped and pushed me out of the road i had just got through lisening to a news cast and they were 
telling about me. they said everybody was ordered to shoot me on site. and what kind of car i was in. 
i got in the car with these guys and put the pistole on them and told them to turn around and go back 
to the ear they did and i got a shirt and guns and a couple quilts we looked in the back of the car and 
found a shovel and 2 cans of gas and a can of water and took the stuff with us (they said later they 
new who i was that they hear it on the radio) they were drunk and had a couple cans of beer and a half 
pint of whisky and a bunch of stuff to eat we drove to Mexico border and got some gas then drove to 
teauhauna Mex. on the way they said they had always wanted to see Mexico and that if i hadn’t come 
along they wouldn’t have got to we got a map at teauhauna and gass and went to Santa Rotisita Boga 
Calif. on the way we would stop and hunt and go shoping in the towns and buy gas and stuff to eat. 
they had $100.00 dollars and we spent some of that getting their only one of the guys could talk span- 
ish so he did all the talking. 

We were in a cafe one day and in dashed a bunch of soldiers and police and arrested us and took 
us to jail. We had been at that place 2)4 days waiting for the boat to come to take us across over to 
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the mainland of Mexico, they keep us in jail about 10 minuts then came and ask me if those were the 
2 guy i kidnaped i said yes and they turned them out. they told me they were giving them a hundred 
dollars of the money i had. Just before they arrested us in the cafe i had counted the money and had 
$470.00 american and 80 pesos. that night all the soldiers staggered around their drinking beer and 
the left my cell door open and the soldier who was to stand guard over me acked like he was passed 
out one soldier left his rifle set by the cell door. i knew they wanted me to try to escape so they could 
shoot me so i stayed in the cell they took all my cloths and shoes and it got cold so i Just huddled up 
in a corner next morning they took me out and tried to talk to me and slaped me around and put a 
thick belt around me and squezed me up it felt like my eyes were going to pop out. about seven 
oclock they told me to put my cloths on that they were going to fly me back to U. 8. when we were 
getting in the car one of the police came up to me and put some money in my pocket and tole me 
their was my money he had the pesos in his hand and he turned to one of the soldiers and give them 
to him. they drove me out to the air port and showed off by firing their rifles and machine guns then 
they put me in the plane and handcufs my hands behind my back and tied my feet and pulled my 
hands down to my feet and tied them together and layed me on the plane floor one of the police set 
on the seat with his leges on my head till we got to teauhauna when they landed they stoped and cut 
me loose and put my hands in front of me in handcuffs then went on the ground in the plane up to 
whear all the people was my leges and arms were num and i couldnt feel them i could stand up a little 
but couldn’t walk so they draged me around to several places and took a lot of pictures of me and at 
one place poud a bunch of whisky and wine in me. After that they had me sign something that was 
typed in spanish then put hand cuffs back on me and took me out side and a couple FBI men grabed 
me and put me in a car between them, 

After they got out on the highway the one that was driving turned around and pointed a gun at 
me but one of the guys that was in the back with me throwed up his hand and told him no, They 
thought i was passed out. they talked for a while about haveing one of the guys in the front seat to 
see that the army and navy got back all their equipment. then i raised up and looked out the windo. 
from then on they talked with numbers and enishals so i dont know what they were saying. When 
they got to San Diago Calif they took me up in an office building and give me some coffee and took me 
before a judge who told me of a bunch of charges they had on me and set a hearing for the 29th of 
Jan. too guy helt me up in front of him and he ask them if they were shure i knew what was going on 
and they said i could so he.ask me could i hear and understand him. i told him yes. after that they 
took me to the county jail next day 2 F. B. I agents came down their and told me as the case stood 
the state had as strong a case against me as the federals did that unless i strengthend the case for the 
federals by making a complete confession that the attorney general would turn me over to the state 
and as things looked to them they would probably hang me with out having a tryle. so itold them how 
it happened next day they came back with seven pages typed out and told me to read it and i did but 
it wasn’t just like i told them they said that was near enough several places they bad me mark out 
and put in another word and put my like this. the only place i remember was it said he bought some 
sanwitches and i changed it like i did above. their was several places like that and at the bottom of 
the last page they had me write that i wasn’t threatened or promised anything that i made this con- 
fession by my own free will and signed it at the bottom of every page. then in a couple days they took 
me to court and aske me if i would wave extridition back to Okla. i said yes and they took me back to 
county jail next day they took me downstairs and had me sign the papers then in a day or 2 took me 
up to L. A. and brought me hear to this jail ona train. then they took me to court and appointed me 2 
lawyers then doctors started coming hear and giving me tests and asking me all kinds of questions. 

ond, 


sometimes when i was to go to the show at Mrs. F on sat. i would go to the stors in town and steal cap 
pistols and caps and things. she never would whip me for it as long as i brought her some kind a little 
glass doll or statue or a pot holder or flower plants (bulbs) sometimes i would steal money out of her 
purse and she would know i did it but she would give another boy named kenneth the blame for it and 
say it was a lot more than it was and his mother would half to pay it to her. his mother payed for his 
keep and worked at a shirt factory at webb city Mo. he went to reformatory 2 times and pen. 2 times 
he is their now. All the boys who stayed at Mrs. F any leanth of time ended up in the reformatory or 
the pen some of their names i remember Billy, Kenneth, Harold i dont remember all their names. 
Mrs. K a neighbor their told her after her husband died she lost her licence to keep boys then started 
having different men board their finely one of them beat her out of her house and everything all she 
had left was a collie dog and borrowed 25 dollars to pay a guy to haul her and the dog out to calif. 
that was the last any of them around their had herd of her. 


SumMMARY OF Trsst RESULTS 


In summary, it was the senior author’s impression that William Cook is marked- 
ly maladjusted, with a serious mental disorder. However, in accordance with official 
psychiatric concepts, he could not, at the present time, be called legally insane. This 
is based on the fact that he does not have any delusions, hallucinations, marked mem- 
ory defects, or serious disorder of judgment based on any known and immediate 
emotional conflicts. 





314 ANTHONY SMYKAL AND FREDERICK C. THORNE 


Cook should apparently be labeled as a psychopath with an antisocial-paranoid 
personality. He may be regarded as the most dangerous type of criminal that can 
be conceived, in that he is capable of carrying out murder and nihilistic destruction 
with a mind and manner which, to the unsuspecting ordinary person, is friendly and 
without malice. His intellectual endowment is average, but the combination of un- 
controllable impulsivity and hasty or poor judgment, makes him very dangerous. 
He is very sensitive and quick to take offense at the slightest provocations, inter- 
preting these in a paranoid manner. He is also capable of sizing up situations and is 
prone to carry out criminal acts without any conscience whatsoever. He has little 
or no regard for human values or mores, nor is he capable of experiencing emotional 
ties. It could be said that he is incapable of learning by experience and that he has 
no insight into his conflict with society. One could expect him to be untruthful, in- 
secure, shameless, and lacking of remorse over his crimes. His mental disorder may 
be considered as the function of an unhappy childhood, brutal parental treatment, 
and a rejecting environment. This disorder was aggravated by institutions and 
other places where he was sent. 


SuMMARY OF LEGAL PROCEEDINGS 


Three sets of examining psychiatrists and psychologists were appointed to ex- 
amine the defendant during various phases of the proceedings. Dr. Coyne H. Camp- 
bell and Anthony Smykal were retained by the defense. Their conclusion was that 
the defendant was mentally ill but not legally insane in the sense that he did not 
know the difference between right and wrong, or that he was voluntarily unable to 
control his conduct. The second group of examiners consisted of three psychiatrists 
retained by the Federal prosecuting attorney. The defendant refused to cooperate 
for their examinations with the result that based on history and observation alone, 
this group of expert witnesses gave their opinion that he was a psychopathic person- 
ality and not legally insane. The third group of examiners consisted of one psychia- 
trist and three psychologists from the Menninger Clinic who were appointed by the 
presiding judge. This group reached a diagnosis of schizophrenia. After hearing the 
testimony, the judge at his own discretion gave his opinion that the defendant was 
the victim of environmental circumstances and that society had to pay its debt to 
him. He was sentenced to 300 years on six counts, and transferred to Alcatraz. At 
this writing, the psychiatrists there have judged him not insane and there are pro- 
ceedings underway to try him arfew for the murder committed in California. 


DISCUSSION 


Etiological Studies. The psychometric investigations in this case failed to discover 
any evidence of a mental disorder of constitutional or organic type. The subject was 
not mentally defective and no psychotic trends were elicited. To the contrary, all 
the autobiographical and projective test data point to a conditioned behavior dis- 
order manifested by unhealthy ego development, asocial attitudes toward a society 
which he perceived as rejecting and harsh, and an acquired “‘style of life’ heavily 
influenced by his history of life-long underprivilege and deprivation. As revealed in 
his autobiographical sketch, here was a child who suffered an intensive exposure to 
all of the pathogenic factors which are accepted by modern psychiatry as being 
etiological to conditioned character disorders. If anything, one wonders why he 
did not get into serious trouble earlier. 

In our opinion, this and comparable cases provide quite convincing clinical 
evidence establishing certain patterns of psychopathic personality as conditioned 
behavior disorders. With the exception of a small group of cases presenting abnormal 
electroencephalographic findings, intensive case studies of the psychopath have 
failed to discover convincing evidence of any constitutional or organic disorder. The 
possibility that many types of psychopathic personality represent conditioned be- 
havior disorders is supported not only by the general characteristics of the syndrome 
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but also by intensive longitudinal studies of single cases. The case under study re- 
veals many of the etiologic factors which have been considered important. The sub- 
ject was born into a poverty-stricken lower class family with an alcoholic, irrespons- 
ible father and a mother who was apparently unable to hold her own. As a very 
young child, he must have experienced strong feelings of being unwanted and re- 
jected in a cold harsh world. There is no evidence that he ever experienced emotional 
security and he continues to express his need for love. At age 4, he experienced a 
traumatic event when he and his sister discovered their mother’s body under condi- 
tions which led them to believe that she met a violent death. Following this, his 
father refused to assume responsibility for the care of the children and they were 
shoved from one place to another until finally taken over by the county welfare unit. 
In an unsuitable home placement he was seduced by the foster mother and also 
engaged in relations with another child placed in the home. During the next few 
years he was in and out of reformatories where he learned more unhealthy attitudes 
and styles of life. The events which led to his final hectic homicidal outburst may be 
almost considered as an anticlimax in a life pattern whose pathogenic nature started 
from the moment of his birth. 


An Hypothesis. The psychopathic personality of asocial type is characterized by 
weak ego development, early feelings of rejection and emotional insecurity, and a 
vicious circle of environmental conditionings stimulated by a cold harsh society. 
Although a number of different developmental patterns may be discriminated, trau- 
matic conditionings appear to be the primary etiologic factor in the sense that the 
person falls victim to social forces which he is powerless to influence. It is hypothe- 
sized that the asocial psychopath is early conditioned in maladaptive modes of ad- 
justment, building up unhealthy personality reactions which stimulate circular re- 
actions of failure, frustration, hostility and aggression. Because of the traumatic 
conditionings of early childhood, he is not well accepted in school and in the com- 
munity with the result that he is early committed toa reformatory. In the company 
of older delinquents, he rapidly acquires a group of social attitudes and styles of life 
which reinforce his habitually maladaptive behavior. Unfortunately, this unhealthy 
character structure is maintained by a variety of defense mechanisms which may be 
very difficult to dislodge therapeutically since the law of diminishing returns limits 
the expenditure of time and energy which society can make. As with most other 
personality disorders, the prognosis becomes worse as the personality structure be- 
comes crystallized and hardened. In chronic stages, therapeutic efforts may be hope- 
less although occasional dramatic ‘‘conversion”’ cures indicate that some degree of 
personality reorganization may always be possible. Because of their large incidence 
and social significance, the problem of the asocial psychopath deserves the most in- 
tensive study which society can give it. 


Legal Problems. This is a typical case illustrating the medico-legal difficulties en- 
countered by psychiatrists and clinical psychologists in the problem of what consti- 
tutes legal insanity. Most state laws regarding the definition of legal insanity re- 
quire the admission of evidence proving (a) the person was in a mental condition 
wherein he could not discriminate between right and wrong, (b) or that he has a 
mental disorder involving uncontrollable impulses which he cannot voluntarily in- 
hibit, or (c) that being mentally normal he was subject to irresistible impulses caused 
by passion or uncontrollable emotional reactions. In conditions (a) and (b), it is 
necessary to introduce legally acceptable evidence that the person was either men- 
tally defective or psychotic and therefore incompetent. In condition (c), some states 
accept temporary insanity caused by uncontrollable emotionality (passion) as an 
acceptable defense. Unfortunately, there are wide differences of opinion among 
psychiatric and psychological authorities concerning what constitutes temporary 
insanity, and also legal insanity. 

It is not generally understood that mental illness and legal insanity are not syn- 
onymous. Legal precedent has established diagnoses involving the psychoses, con- 
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vulsive disorders, and mental deficiency as constituting acceptable evidence when 
these conditions exist to such a degree as to render the person dangerous either to 
himself or to society. Diagnoses involving psychoneurosis, psychopathic personality 
and other minor mental disorders are not sufficient to establish legal evidence of in- 
sanity. The expert witness must understand that the legal criteria for insanity are 
different from medical psychiatric or psychological criteria. It is on this point that 
some of the most bewildering conflicts of professional testimony have occurred. A 
great deal of embarrassment and public controversy could be avoided if expert wit- 
nesses could be intensively informed concerning the fine points of legal procedure, 
and could resolve their differences in precourt conferences. Unfortunately, in addi- 
tion to honest differences in opinion, the motives of political pressure, prestige and 
financial reward are sufficiently strong to procure expert witnesses on both sides of 
any question. These remarks are not intended to have specific reference to the 
conduct of the present case, but simply as a commentary on the history of pro- 
fessional testimony in the field of pleas based on legal insanity. The clinical psycho- 
logist will be wise to study legal procedure in detail before exposing himself as an 
expert witness. : 


SUMMARY 


This is an intensive autobiographical and psychometric study of the case of a 
notorious murderer. The clinical findings support the diagnosis of psychopathic 
personality, asocial type. The clinical data are interpreted in support of the hypothe- 
sis that this type of psychopathy is a developmental disorder involving weak ego 
formation and a vicious circle of environmental conditionings which progressively 
reinforce the pattern. 
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BIOGRAPHICAL FACTORS AND PSYCHIATRIC SYMPTOMS 
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INTRODUCTION 


As a result of a series of preliminary studies“: *: ®, it is clearly evident that 
patterns exist among the symptom manifestations of patients in mental hospitals. 
The symptom patterns revealed on the basis of factorial studies of symptom rating 
scales are congruent with prevalent clinical beliefs and provide the basis for a new 
method for evaluating symptomatic behavior. It is now possible to score a set of 
symptom rating scales so that a given patient may be evaluated quantitatively with 
respect to the degree to which his symptom manifestations resemble the kinds of 
symptom clusters that may be found among samples of mental hospital patients“. 
This procedure contrasts sharply with the traditional descriptive psychiatric diagno- 
sis and is of particular interest from the standpoint of research; it expressly recog- 
nizes that in his own symptom manifestations a given patient presents aspects of 
several different symptom patterns and that patients differ from each other with 
respect to the degree to which they present each of the patterns of symptom mani- 
festation. 

The present report describes a study wherein certain biographical factors are 
correlated with symptom patterns manifested by patients during the early phase of 
hospitalization. Although there is a voluminous literature concerning the back- 
ground for symptom formation, there is a relative paucity of reliably determined 
facts. This paucity is certainly no accident; the obstacles to the proper study of this 
topic are enormous. Since fully satisfactory studies in this area appear to be pro- 
hibitive, it seems probable that our knowledge of the background for mental illness 
must accrue gradually through the contributions of relatively fragmentary studies 
such as the present one. The present study offers one unique advantage: the pat- 
ient’s current symptoms are quantified in a standard and relatively reliable man- 
ner. The present sample comprises a group of 100 patients admitted to the Con- 
necticut State Hospital at Middletown. This sample was formed by excluding from 
consecutive admissions, patients over 60 years of age, patients with toxic or neurolo- 
gical defects, and patients with histories of addiction or character disorders. This 
group of 100 patients retained for study may be regarded as a group of functionally 
psychotic or severely neurotic patients. 

It is obviously difficult to make a satisfactory study of the biographical factors 
for a group of patients seen in a hospital or clinic. This is particularly true because 
the seemingly relevant biographical factors vary greatly from patient to patient and 
for each patient there is not a standard body of information. It is also true that the 
opportunity for studying the background of the patient varies considerably. Ac- 
cordingly, a study of any possible relationship between symptom patterns and a 
biographical factor can contribute to our knowledge only when it is found that the 
biographical factor or circumstance is strongly related with some symptom pattern?. 
In this type of study, lack of evidence for relationship between a symptom pattern 
and a particular biographical factor may not only be due to a lack of intrinsic re- 
lationship between the symptoms and the biographical factor, but may also be due to 
incomplete or unreliable information concerning the biographical factor. Obviously 
the most satisfactory study of the relationships between biographical factors and the 
development of severe symptoms would involve a continuous, contemporaneous, 


'The writers wish to acknowledge the cooperation of Dr. Jules D. Holzberg and other members 
of the staff of the Connecticut State Hospital, Middletown, Connecticut. The writers also wish to 
acknowledge the support of Mark A. May, Director of the Institute of Human Relations. 

*Because different symptom patterns may bias the material included in the patient’s history, 
evidence for relationships should be considered more as “leads” than as “conelusions’’. 
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standard survey of the life circumstances of a large random sample of people. At 
present, at least, such a study is practically impossible and apparently the only feas- 
ible procedures must involve a study of the relationships between discernible symp- 
toms and the kind of selected, incomplete, and inaccurate biographical data which 
are proffered by the patient, or his family (or gathered by a social worker). Occasion- 
ally sufficient data are made available in this way for the satisfactory clinical study 
of an individual; but because of the numerous selective factors, data concerning a 
group of patients are never sufficiently complete to make a lack of evidence for a 
particular relationship of any value. Only positive relationships can be meaningful 
and because of unknown sources of sampling bias they must in every case be verified 
by independent analyses before they may be reliably employed in building an etiol- 
ogical or developmental rationale for mental pathology. 


METHOD 

The method for the present research comprised three steps: first, constructing a 
check list which included all the biographical items which are plausibly related with 
various psychiatric symptoms and which are likely to be included in the patient’s 
history; second, going through the hospital histories of the selected patients and 
checking any experience, factor, or circumstance which is included in the biographi- 
cal check list; third, comparing the symptom ratings for a large* unselected group of 
mental hospital patients with the symptom ratings of the patients who show evi- 
dence for the biographical factor in question. Conclusions concerning the relevance 
of any biographical factor to the development of any particular symptom pattern 
are based on the degree to which distributions of symptom cluster scores for those 
patients having certain particular biographical factors differ from the symptom 
cluster score distributions found for the large, unselected group of patients‘. 

Although a large number of biographical factors were included in the check list, 
relatively few of them occurred in the present group with sufficient frequency to 
justify any statistical analyses. Inasmuch as hospital and clinic records for psy- 
chiatric patients are notorious for their variability in quality and quantity, this fact 
is not surprising. Some, however, were sufficiently common to encourage attempts 
at statistical analyses. 

The biographical factors which were analyzed are listed in Table 1. They com- 
prise the factors which occurred in the records of at least nine patients, either as a 
factor in the pre-illness history of the patient or as a characteristic of the onset of 
his current illness. The symptom patterns with which these biographical factors are 
correlated, although described elsewhere “: *: *), are briefly indicated in the following 
outline which gives the tentative designation for the symptom pattern and a terse 
statement from three of the several rating scales which comprise the symptom 
pattern: 

1. Manic state cluster. Temper tantrums. Shouts, sings and talks loudly. 

Exaggeration of ability and well-being. 

Schizophrenic excitement cluster. Ideas change with spontaneous rapidity. 
Great variation occurs in rate of speech. Memory faults. 

Acute anxiety cluster. Delusional belief that he is evil. Feelings of impend- 
ing doom. Desperately distressed by his anxiety. 

Depressed state cluster. Gives in easily to others. Avoids people. All overt 
activity is at a4 minimum. 

Paranoid schizophrenia cluster. Patient’s thinking clearly delusional. Be- 
heves others influence him. Hallucinations. 


940 cases rated shortly after admission to the Connecticut State Hospital. 


* x? test was employed; the respective symptom cluster scores were dichotomized at the midpoint 
for the large, unselected group. 
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6. Paranoid condition cluster. Engrossed in plans. Fears others misunder- 
stand him. Grandiose notions. 
Conversion hysteria cluster. Use made of physical disease symptoms. No 
organic basis for complaints. No concern over physical handicaps. 
Phobic Compulsive cluster. Cannot banish obsessive thoughts. Behavior 
disrupted by phobias. Compulsive acts continuous. 
Hebephrenic Schizophrenic cluster. Unaware of the feelings of others. In- 
continent because of own negligence. Initiates physical assaults. 


RESULTS 

In Table 1 significance levels are given for all of the relationships which were 
significant at the ten per cent level. The significance levels at which items in the 
pre-illness history are related with a cluster score are underlined and may be found 
in the column for the respective cluster. The significance levels with which items 
characteristic of the patient during the onset of his illness are related with cluster 
score are also indicated in the column for the respective cluster but are not underlined. 

In presenting the analysis summarized in Table 1 each of the biographical items 
will be discussed in the order in which it appears in the table. Apparently patients 
who have a history of alcoholism and become mentally ill are likely to show symp- 
toms of marked depression. It is possible to speculate that depression is a response 
to the guilt, frustration, and humiliation associated with alcoholism. When al- 
coholism is characteristic of the onset of the illness the symptoms are quite different, 
however. Perhaps the relation between alcoholism during the development of 
mental illness and the development of the symptom patterns appropriate for para- 
noid schizophrenia or a paranoid condition may merely be an expression of the para- 
noia and the delusional thinking characteristic of the acutely alcoholic. It may be, 
however, that the hypersensitivity and egocentric if not delusional thinking of many 
patients who become paranoid is an expression of the same personality disturbance 
which seemingly leads some individuals to excessive drinking. 

Among the hospital patients of the present sample, feelings of persecution tend 
to be an early characteristic of those who developed phobic compulsive symptoms. 
It is interesting to note that the individuals who have had these complaints are not 
shown to be the ones who subsequently developed paranoid reactions. It is noted, 
however, that feelings of persecution as a symptom of onset of mental illness are 
particularly conspicuous among those patients who present a paranoid condition 
and is also somewhat characteristic of patients whose symptoms are like paranoid 
schizophrenia as well as those patients whose symptoms are phobic compulsive in 
nature. 

The data do not show that being physically assaultive bears any relationship 
to the development of any type of symptom pattern. 

Patients for whom social withdrawal was indicated in their history tended to 
be the ones who developed phobic compulsive manifestations. Social withdrawal 
appears to be a symptom of the onset of both a paranoid condition and phobic com- 
pulsive manifestations. The analysis does not show social withdrawal to be char- 
acteristic of patients whose paranoia is schizophrenic in nature. 

Guilt over sex interest is found in the sample to be associated with the sub- 
sequent development of the symptoms of a paranoid condition. 

Depression is not shown by the data to be a background factor which is particu- 
larly characteristic for those who develop any one of the nine symptom patterns 
employed in the present study. It is found, however, to have characterized the on- 
set of illness for patients who have shown one of three different symptom manifesta- 
tions, i.e., psychotic excitement, depression, or phobic compulsive manifestations. 


’The reader should note that the following discussion is based on sample trends which meet an 
arbitrary criterion for statistical significance; the strength of the implied relationships is unknown. 
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Those patients in the present sample who cried easily in the past were the ones 
who developed the somewhat flattened, hebephrenic, or deteriorated type of schizo- 
phrenia indicated by the ninth symptom cluster. Crying easily appears to be char- 
acteristic of the onset of several types of symptom manifestations including acute 
anxiety, paranoid schizophrenia, and phobic compulsive manifestations. 

Suicidal attempts as a background factor show some tendency to characterize 
both those patients who become very depressed and those patients who developed 
the symptoms of a paranoid schizophrenia. There is also some slight tendency for 
suicidal attempts to characterize the onset of depression, and to characterize the 
onset of paranoid conditions. 

The data do not show agitated states in the patient’s background to be asso- 
ciated with the development of any symptom pattern. The present data fail also 
to show that separation from spouse or poor appetite bear relation to the develop- 
ment of any particular symptom pattern. 

Insomnia in the history of the sample of patients appears to be most character- 
istic of those who developed a hebephrenic or deteriorated type of schizophrenia. 


Discussion 

In the present study quantified symptom patterns which have an empirically 
determined, standard meaning are studied in relation to biographical items which 
may be found in the patient’s case history. Although the limitations of case _his- 
tories are recognized, the present study was undertaken in the hope that it might 
cast some light on the origins of symptom patterns. Those items which character- 
ized the onset of the patient’s illness and those items which characterized him prior 
to the development of the patient’s current illness were analyzed separately. Rela- 
tively few biographical items occurred with sufficient prevalence in the case histories 
of the 100 hospitalized patients to justify a statistical analysis. The most prevalent 
items were found upon analysis to have more than a chance number of significant 
relationships with the nine symptom cluster scores. 

The nature of the study does not permit any conclusions concerning the back- 
ground for the various symptoms, but existence of certain relationships are suggested. 
If as a result of further study they may be verified, they could prove useful in the 
study of mental illness and in the management of psychiatric patients. For ex- 
ample, crying easily may be a symptom of onset for several different psychiatric 
symptom patterns, but as a pre-illness background factor it appears to characterize 
most the hebephrenic or deteriorated type of schizophrenia. On the basis of this, 
one is tempted to propose a serious study of crying in young people and seek to learn, 
if possible, what conditions of crying, if any, have an untoward significance for the 
future mental health of the individual. It should prove equally feasible to study 
children or young people who have wandered or run away and the possible untoward 
significance of this behavior. 

The study suggests that psychotic behavior may not arise fully panoplied out 
of an unconscious life which has no observable effect on external behavior until the 
process of the disease has progressed to a suddenly conspicuous stage. The data sug- 
gest that some psychotic manifestations may be a part of a process of behavior dis- 
turbance which has a long history and early symptoms which could be recognized if 
known. Inasmuch as'there is no theory of psychosis, it would seem that systematic, 
adequately controlled, and thoughtfully designed research which takes us into the 
background of people who are ill or allows us to follow the development of those who 
show early evidence of suspected manifestations will be necessary for an understand- 
ing of the development of mental pathology and a recognition of its signs early in 
life. Possibly the individual’s subsequent development could be guided and con- 
trolled if the significance of early types of behavior were known (not surmised). 

It would be a mistake to assume that the background factors which are shown 
here have a generally untoward significance. It is true that the present data offer 
some evidence for distinguishing between patients who show different types of symp- 
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tom patterns; it is quite possible, nevertheless, that these background factors may 
be equally prevalent among individuals who have never shown any evidences of 
psychopathology. 


SUMMARY 


Quantified symptom patterns which have an empirically determined, standard 
meaning are studied in relation to biographical items which may be found in the 
patient’s case history. Although the limitations of case histories are recognized, the 
study was undertaken in the hope that it might cast some light on the origins of 
symptom patterns. Those items which characterized the onset of the patient’s 
illness and those items which characterized him prior to the development of the 
patient’s current illness were analyzed separately. The data suggest that psychotic 
manifestations may be a part of a process of behavioral disturbance which has a 
long history and has early symptoms which could be recognized if known. 
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INTRODUCTION 


The present report is one of a series“: 4 5) and describes a study designed to 
answer two questions conzerning the symptoms of mental hospital patients with 
functional disorders: 

1. Is the clustering of psychiatric symptoms of mental hospital patients under 
30 years of age different from the clustering of symptoms of mental hospital pa- 
tients whose age is under 60 ©? 

2. If the pattern of symptom clusters for patients under 30 years of age is dis- 
tinctive relative to the pattern of symptom clusters for patients under 60 years of 
age, to what degree does this qualify or limit the general use of a descriptive pro- 
cedure based on the clustering pattern observed among patients heterogeneous with 
respect to age “? 


The first question is of general interest. If it can be shown that the clustering 
pattern among symptoms is a function of the patient’s age, it is possible that changes 
which are known to accompany age could be correlated with such cluster changes 
and in this way possibly some inferences could be drawn concerning the origin of 
symptom clusters. It is probable that hypotheses concerning the origins of symptom 
clusters would be related to the general question of the origins of symptoms per se, 
and this in turn conceivably could be related to questions concerning the origins of 


mental illness. Such a sequence of relations is perhaps too much to expect but in 
view of our dearth of empirically determined facts in this area the hopeful explora- 
tion of such possible relationships requires no defense. 

The second question is of particular interest. As a result of a series of studies a 
quantified method has been devised for the description of the symptomatology of 
mental hospital patients ©). The new descriptive procedure is based on a weighted 
scoring of symptom rating scales and is multiple in the sense that it refers to nine 
empirically determined symptom clusters “ », 

Table 1 provides a symptomatically extreme phrase from each of a few of the 
different rating scales which comprise the symptom clusters employed in the new 
quantified method for multiple psychiatric diagnosis “?. The symptom clusters 
were based upon factor analyses of a set of 55 symptom rating scales ¢:*). One factor 
analysis employed psychiatrists’ ratings for an unselected group of patients at the 
Northampton Veterans Hospital“, the sample included aged as well as youthful 
patients, patients whose diagnosis would be classified as organic or functional. Very 
few of the Northampton patients were newly admitted and many of them had been 
in a mental hospital for years. The data for the second factor analysis comprised 
psychiatrists’ ratings for a sample of newly admitted patients at the Connecticut 
State Hospital®. From these newly admitted patients all individuals over 60 and 
all with a diagnosis which could be considered organic were excluded so that the 
Middletown sample comprised patients under 60 years of age with a functional 
diagnosis (alcoholics and psychopaths were also excluded from the Middletown 
sample). The symptom clusters revealed by the two analyses were different in only 
one important respect. A hebephrenic or ‘‘deteriorated”’ type of symptom cluster? 


1The support of Dr. Mark A. May, Director of the Institute of Human Relations, Yale University 
and the cooperation of the staff of the Connecticut State Hospital are acknowledged gratefully. This 
report is based on a project in the senior author’s graduate course in statistics. 

2A proper designation for this cluster is debatable. 
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yas found only in the Northampton sample. In the Middletown sample many of 
the symptoms which contributed to the hebephrenic or “deteriorated” cluster ap- 
peared as a part of the excited cluster. 


TABLE 1, Roratep Facror LoapiInGs For TWENTY VARIABLES GROUPED ON THE BAsIs OF 
THEIR RELATION TO THE ORIGINAL Symptom CLUSTERS 





te Fv i 
1. Acute anxiety cluster 
5. Delusional belief that he is evil 78 040 -230 044 068 
*13. Avoids people 5 134 -666 025 -188 
18. Feelings of impending doom 7 039 #+4125 225 = 016 
22. Cannot believe that he can be helped 001 036 =—-169 


Conversion hysteria cluster 
9. Use made of physical disease symptoms : 007 145 498 498 
25. No organic basis for complaints ¢ 46 046 > 254 739 
29. Organic pathology with emotional basis 3 -O17 63 -007 679 2 541 


Manic state cluster 
2. Ideas change with spontaneous rapidity 590 353 -125 5 522 
12. Temper tantrums 39 65386 449 410 148 Of 690 
*14. Shouts, sings and talks loudly 157 645 387 338 051 7 713 
*37. Initiates physical assaults 045 769 O84 159 -132 88) 6 651 


Depressed state cluster 
6. Gives in easily to others O81 -139 -576 -O13 371 499 
*13. Avoids people 258 134 -666 025 -188 614 
*16. Incontinent because of own negligence 201 622 -188 -033 021 500 
32. All overt activity is at a minimum 095 108 -588 -060 232 453 


Schizophrenic excitement cluster 

*2. Ideas change with spontaneous rapidity 076 590 O61 353 -125 522 
*8. Unaware of the feelings of others -064 621 -238 -053 -193 542 
*14. Shouts, sings and talks loudly 157 645 3887 338 051 713 
*16. Incontinent because of own negligence 201 622 -188 -033 021 500 
*24. Patient’s thinking clearly delusional 027 247 -238 491 505 
36. Great variation oceurs in rate of speech 40? =498 O78 150 490 
*37. Initiates physical assaults +045 769 O84 159 : 651 
*55. Characteristically oppositional 227 84 067 051 2 768 


Paranoid condition cluster 
*24 Patient's thinking clearly delusional 027 -238 491 -2 505 


Paranoid Schizophrenia cluster 
*13. Avoids people 258 134 -666 025 -188 223 614 
*24. Patient's thinking clearly delusional 027 247 -238 491 -297 240 505 
26. Feels systematically persecuted 082 -023 192 661 -172 -195 549 
27. Believes others influence him 124 O82 O82 759 -041 -098 616 


Hebephrenic or ‘‘deteriorated”’ schizophrenia 

*8. Unaware of the feelings of others -064 621 -238 -053 -193 -235 542 
*16. Incontinent because of own negligence 201 622 -188 -033 021 189 500 
*37. Initiates physical assaults -045 769 084 159 -132 -088_ 651 
*55. Characteristically oppositional 227 841 067 051 -002 047 768 





*Rating scales which contributed to more than one of the original symptom clusters are indicated 
by an asterisk and in order to facilitate comparison rg we under each of the relevant symptom clust- 


ers presented in this table. It should be emphasized, however, that they appeared only once in the 
factor analysis and that the present analysis was based on the intercorrelations among twenty symp- 
tom rating scales only. 


The loadings important for identifying factors are italicized. 


This difference between the two samples was anticipated because it was known 
that the Northampton sample contained numerous relatively affectless, somewhat 
oppositional patients commonly referred to as ‘‘deteriorated’’. Such patients were 
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for the most part absent from the Middletown sample which comprised patients 
admitted early in the course of their illness and in many cases in the initial fulminat- 
ing stage of their disturbance. The present study is of particular interest because 
it provides an opportunity for checking an implication of our interpretation of the 
meaning of the hebephrenic or “deteriorated”’ cluster. If our interpretation of this 
cluster is correct, such a cluster would not appear in a group of newly admitted 
functional patients under 30 years of age. 


Tue ANALYSIS 

The analysis is based upon symptom rating scales for 83 functional patients 
newly admitted at the Connecticut State Hospital at Middletown. In the interest 
of economy only 20 of the rating scales were intercorrelated for the present analysis. 
This number was considered to be sufficient for verifying the general nature of the 
symptom clusters revealed in earlier studies. (The individuals who provided the 
data for the present analysis did not provide the data employed in the original factor 
analysis of symptom rating scales.) Table 1 indicates the nature of the symptom 
scales included in the present study and also indicates their factorial (cluster) classi- 
fication on the basis of the earlier studies. Because of the restricted size of the present 
sample, the reliability of the correlation coefficients will be reduced and, as a con- 
sequence, the factor loadings will be Jess reliably determined in the present study 
than they were in the original Middletown study which was based upon a sample of 
250 patients. Because of such sampling considerations, the factor loadings for the 
variables employed in the present analysis should not correspond exactly with the 
factor loadings for these variables when they were involved in earlier analyses. An 
additional reason for expecting some diversion in factor loadings lies in the fact that 
the factor loadings for a given variable are determined to some degree by the other 
variables which comprise the correlation matrices (the other analyses were based on 
a large number of rating scales). Accordingly, the relevance of the present study to 
the twa questions will be judged on the basis of factor pattern and not on the basis 
of absolute size of factor loading. 

In order to facilitate the comparisons required by questions 1 and 2, some of 
the variables appear more than once in the rotated factor matrix shown in Table 1 
(no one variable was entered more than once in the factored correlation matrix). 
The symptom clusters observed in the present sample correspond for the most part 
with the symptom clusters observed in the original sample of functional patients 
who were quite heterogeneous with respect to age. 

Factor I clearly represents the anxiety cluster. Three of the four symptom rat- 
ing scales classified under the anxiety cluster have high loadings on this factor and 
only one additional rating scale, number 36—great variation in rate of speech, 
shows an unanticipated loading for this factor. 

Factor II is particularly interesting in the present study because it is highly 
loaded not only with the symptom rating scales which are classified under the schizo- 
phrenic excitement cluster, but also loaded with the various rating scales which are 
classified under the hebephrenic or deteriorated schizophrenic cluster. Among the 
samples examined by factor analyses the hebephrenic or deteriorated symptom 
cluster has been observed only in the sample of Northampton patients who for the 
most part had been hospitalized for a relatively long period of time, Both in the 
present sample of youthful newly admitted patients and in the Middletown sample 
of newly admitted patients who were heterogeneous with respect to age, the hebeph- 
renic or deteriorated cluster was not observed and most of the items which comprised 
it in the Northampton sample were found to have high factor loadings with the schiz- 
ophrenic excitement cluster. It seems most probable that for newly admitted pat- 
ients with a functional disorder, the hebephrenic or deteriorated cluster score and 
the schizophrenic excitement cluster score will distinguish between patients in a 
highly similar manner. This result is not taken as an evidence that the deteriorated 
or hebephrenic cluster score should be abandoned. It is quite possible that this score 


é 
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is useful in the evaluation of older patients or in the evaluation of patients who have 
been hospitalized for relatively long periods of time. The general nature of factor II 
is taken as an evidence that the appearance of the hebephrenic or deteriorated cluster 
in the Northampton sample has been properly interpreted in earlier discussions. 

Factor IJ in the present analysis is of additional interest, however, because the 
symptom rating scales which are considered to be primarily relevant to the manic 
state cluster have their highest loading on factor II. This suggests that in youthful 
patients the distinction between a manic state and schizophrenic excitement is less 
clear than it appears to be in a sample of patients which includes older individuals. 
It should not be claimed that the present analysis provides no evidence for the 
existence of the manic state cluster; two of the items which are classified under this 
cluster are related to factor III which is here recognized as the bipolar factor that 
had appeared in the other studies. In the present analysis, the depressed aspects 
of the bipolar factor are quite clear and three of the four symptom rating scales 
which are classified as related to the depressed state cluster have large loadings on 
factor III. » 

Factor [IV is taken as evidence for the appearance of a paranoid schizophrenic 
symptom cluster in youthful patients; there is some evidence, however, that the 
composition of the paranoid schizophrenic cluster is slightly different among the 
youthful patients than it is among a sample which is heterogeneous with respect to 
age and includes older individuals. For example, temper tantrums—scale number 24, 
and use of physical disease symptoms—scale number 29, both have important load- 
ings on this factor. The appearance of conversion type symptoms and outbursts of 
temper is seen in retrospect as congruent with the writers’ clinical observations, but 
this possible modification of the paranoid schizophrenic cluster among youthful 
patients was certainly not anticipated. 

Factor V clearly indicates the existence of the conversion symptom cluster 
among the patients of the present sample. 

Factor VI appears to be a residual factor. 


The results of the present analysis suggest that the clustering of symptoms 
among youthful patients may be slightly different from the clustering of symptoms 
among patients who #re heterogeneous with respect to age. The contrast between 
the symptom cluster pattern for the present newly admitted sample of youthful 
patients and the original Middletown sample of newly admitted patients (who were 
heterogeneous with respect to age) is not impressive, and conceivably could repre- 
sent no more than sampling fluctuations and minor effects due to the permissive 
quality of the method of factor analysis. The sampling explanation for these re- 
sults is quite plausible particularly in view of the rather small size of the sample em- 
ployed in the present analysis. The differences are too great to be ignored, however, 
_2nd should be explored by appropriately designed analyses. 

The characteristies of the symptom patterns observed in the present sample are 
not of such a nature as to suggest serious limitations in applying the multiple diag- 
nostic procedure when evaluating the symptoms of youthful patients. If (in the 
present sample) a symptom cluster or clusters had appeared which could not be re- 
lated to or reconciled with symptom clusters appearing in earlier samples (particu- 
larly the original Middletown sample), it would have been suspected that the scores 
‘based on the original clustering pattern would be inadequate in describing youthful 
patients. 


SUMMARY AND CONCLUSIONS 


The present report is based upon a comparison of the results of two factor an- 
alyses. Specifically, the clustering tendencies among 20 symptom rating scales ap- 
plied to a sample of mental hospital patients under 30 years of age are compared 
with the symptom clusters found in an earlier factor analysis. The earlier analysis is 
based upon the intercorrelations of a set of 55 symptom rating scales applied to a 
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sample of 250 mental hospital patients who were under 60 years of age. Both samples 
comprised newly admitted patients suffering from a functional disorder. As a result 
of this comparison three conclusions are offered: 


1. Among functional patients the symptom clusters found in youth differ very 
little from the symptom clusters found in patients heterogeneous with respect to 
age. There is some slight indication that the distinction between a manic symptom 
cluster and a schizophrenic excitement symptom cluster may be more conspicuous 
among the patients heterogeneous with respect to age, i.e. under 60, than it is for 
patients under 30 years of age. 

2. The probable fact that youth does not greatly change the clustering ob- 
served among psychiatric symptoms is taken as an evidence that a new descriptive 
procedure (based upon clustering tendencies observed among the symptoms of 
patients heterogeneous with respect to age) may be suitably employed in the evalua- 
tion of patients under 30 years of age. 


€ 


3. In an earlier analysis of symptom clusters among patients who had been 
hospitalized for varying lengths of time there appeared a symptom cluster suggestive 
of a hebephrenic schizophrenia of the deteriorated type“. Although this designa- 
tion is considered tentative, it was considered that the appearance of the symptom 
cluster to which it refers was due to the presence of patients who had been hospital- 
ized for relatively long periods of time and were of the kind often referred to as “‘de- 
teriorated”’. If this interpretation of the deteriorated hebephrenic symptom cluster 
is correct, one would expect to find no evidence for such a symptom cluster in the 
present sample of newly admitted and youthful patients. The fact that no such 
symptom cluster was observed in the present sample is taken as an evidence in 
favor of the deteriorated interpretation for the symptom cluster in question. 
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INTRODUCTION 


The present study of the symptom patterns of mental hospital patients seeks 
evidence of changes in pattern due to known organic factors and advanced age. 
Specifically, answers are desired for this question: To what degree and in what res- 
pects are symptom patterns dependent upon advanced age and known physical 
losses, i.e., the physical consequence of disease or injury? 

In an earlier analysis the symptom clusters were determined for a sample of 
patients who were under 60 years of age and who had functional diagnoses. These 
patients were rated by psychiatrists who employed a set of 55 symptom rating 
scales. The ratings were made during the first few weeks of hospitalization at the 
Connecticut State Hospital at Middletown. Factor analysis revealed that the symp- 
toms manifested by this sample of 250 patients were organized in a fashion to in- 
dicate the existence of eight symptom clusters. On the basis of their composition 
these symptom clusters have been tentatively designated as indicative of acute 
anxiety, conversion hysteria, manic state, depressed state, schizophrenic excitement, 
paranoid condition, paranoid schizophrenia, and a phobic compulsive state. Two of 
these clusters, paranoid and phobic compulsive state appear to be less important 
than the others and accordingly are not well represented by the symptom rating 
scales selected for the present study. 


Tus ANALYSIS 


The present analysis is based upon symptom rating scales for 120 patients who 
were over 60 years of age and who were suffering from a psychological or mental dis- 
order having a known physiological basis. The analysis for this sample of old, 
“organic” patients was based on 20 selected symptom rating scales.2, The 20 symp- 
tom rating scales were selected from a group of 55 symptom rating scales designed 
to represent the principal symptoms of primarily functional disorders. Earlier 
studies have shown that for the most part the 55 symptom rating scales cluster to- 
gether in a definite fashion“: '°>. These clusters have formed the basis for a scoring 
procedure which permits the symptom rating scales for any one patient to be 
evaluated in terms of each of the nine different symptom clusters ®). 

In Table 1, the 20 symptom rating scales employed in the present study are 
grouped on the basis of their participation in the symptom clusters observed in the 
Middletown sample. Since some of the rating scales participated in more than one 
of the original clusters, they appear more than once in Table 1. The present study 
was based on 20 scales only, however, and no scale was employed more than once in 
the present analysis. ; 

The intercorrelations were factorized by Thurstone’s centroid method and the 
resulting factor matrix was rotated orthogonally and according to the conventional 
criteria, i.e., rotations were made to maximize the number of zero loadings and to 
minimize the number of negative loadings. The rotated factor matrix is shown in 


1The support of Dr. Mark A. May, Director of the Institute of Human Relations, Yale University 
is gratefully acknowledged. The writers also wish to acknowledge the cooperation of the staff of the 
Connecticut State Hospital. This report is based on a student project in the senior author’s graduate 
class in statistics. 

*The sample of 55 symptom rating scales from which the present group is drawn was not designed 
to describe the symptoms of old, organic patients; this is not a study of the symptoms of age but a 
study of the effect of age on the patterns of certain symptoms. 
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Table 1 and from a brief inspection of this table, it is obvious that the clustering 
among symptoms for the old, organic patients is quite different from the clustering 
observed in younger functional patients. Two of the clusters for the present sample 
correspond with two of the symptom clusters found in earlier studies of younger 
patients® !%, They are factor I which is designated as the anxiety cluster and 


TaB_e 1. Rorarep Facror LoapINnGs FoR TWENTY VARIABLES GROUPED ON THE Basis OF 
TuHetr RELATION TO THE ORIGINAL SYMPTOM CLUSTERS 


II 
Acute anxiety cluster me 
Delusional belief that he is evil 82 97 035 
Avoids people if ¢ O17 
Feelings of impending doom i) 226 
Cannot believe that he can be helped 66! —195 —049 


Conversion hysteria cluster 

9. Use made of physical disease symptoms 145 21: 193 
». No organic basis for complaints 001 : 048 
), Organic pathology with emotional basis —O84 001 


25 
m 


Manic state cluster 

*2. Ideas change with spontaneous rapidity —006 5 O14 

12. Temper tantrums OS4 96 008 
*14. Shouts, sings, and talks loudly 120 78 —O78 
*37. Initiates physical assaults -009 i198 200 


Depressed state cluster 

6. Gives in easily to others O84 465 097 
*13. Avoids people 169 017 
*16. Incontinent because of own negligence —O48 28- -104 
32. All overt activity is at a minimum —069 : -147 


Schizophre nic excitement cluster 

*2. Ideas change with spontaneous rapidity —006 7) O14 
*8. Unaware of the feelings of others 002 328 -116 
*14. Shouts, sings and talks loudly 120 78 ~078 
*16. Ine ontine nt because of own negligence —048 28- —104 
*24. Patient’s thinking clearly delusional 255 236 545 
36. Great variation occurs in rate of speech O86 4. 151 
*37. Initiates physical assaults —009 198 200 
*55. Characteristically oppositional 056 502 O87 


Paranoid condition cluster 
“44. Patient’s thinking clearly delusional 255 


Paranoid Schizophrenia cluster 

*13. Avoids people 169 

*24. Patient’s thinking clearly delusional 255 236 
*26. Feels systematically persecuted 071 207 
27. Believes others influence him 012 112 


Avo oO 
~~ Man 
we ® Qs 


8. Hebephrenic or deteriorated schizophrenia cluster 
*8. Unaware of the feelings of others 002 328 -116 
*16. Incontinent because of own negligence 048 284 —104 
*37. Initiates physical assaults -009 698 200 
*55. Characteristically oppositional 056 502 —087 





*Rating scales which contributed to more than one of the original symptom clusters are indicated 
by an asterisk and in order to tacilitate comparison appear under each of the relevant symptom clust- 
ers presented in this table. It should be emphasized, however, that they appeared only once in the 
factor analysis and that the present analysis was based on the intercorrelations among twenty symp- 
tom rating seales only. 

The loadings important in identifying factors are italicized. 


tThis cluster was found only in the Northampton ® sample. It was not found in the large 
Middletown “ sample. 
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factor III which indicates the existence of the paranoid cluster. Factor II in the 
present study, the bipolar factor, is somewhat reminiscent of the bipolar manic- 
depressive factor found in the other studies. The resemblance is only suggestive, 
however, and the differences between the cluster pattern for the present sample and 
the cluster pattern for other samples is conspicuous. The symptom rating scales 
having a positive loading for factor II suggest that in the old, organic patients the 
symptoms of mania and the symptoms of excitement no longer form discrete clust- 
ers, but tend instead to group themselves together in a relatively indistinguishable 
fashion. This, at present, is taken by the writers to mean that in the old, organic 
patients manic behavior rarely exists as it is seen in younger patients and that in old, 
organic patients manic behavior may be accompanied by the confusion which is 
found among younger patients who are grossly excited. In view of the general mental 
deterioration found among aged patients, especially aged patients with an organic 
factor in their illness, the absence of a symptom cluster purely manic in its nature 
is not surprising (nevertheless, this shift had not been specifically anticipated by 
the writers). The variables having a negative loading with this factor are of some 
interest because they are not organized in such a way as to suggest the symptom 
pattern characteristic of depression. The negative loadings are small and probably 
nothing may be gained from attempts to infer the meaning of this clustering tend- 
ency (if such a tendency exists at all), but it suggests the apathy and physical re- 
tardation which one often finds among the aged. At any rate, it is not suggestive 
of the profound affective depression found among younger patients suffering from 
a functional disorder “®?. 

Factor IV is reminiscent of both the depressive cluster found in functional 
patients under 60° and the deteriorated or hebephrenic cluster found in the North- 
ampton sample“). (The Northampton sample comprised patients who had been 
hospitalized for some time; the sample included both old and young patients and 
organic patients as well as functional patients.) For the present, it is interpreted 
that factor LV refers to the flattened, deteriorated condition found among the aged 
patients in mental hospitals. The impression of deterioration which is suggested 
by factor IV is more pronounced than that suggested by the so-called hebephrenic 
or deteriorated cluster revealed in the Northampton study. 

It is noted that nothing suggestive of the hysterical cluster is observed in 
Table 1. This was anticipated for the present sample; it was suspected that symptoms 
of hysteria would not be clearly discernible among old patients simply because with 
age there is a large number of physical infirmities which may or may not be due to 
psychological causes, but which because of the general prevalence of infirmities in 
age are not likely to be seen as psychological manifestations. It is quite possible, if 
a larger sample of rating scales were employed for a study with the aged, that the 
symptom characteristies which form a so-called hysterical factor among younger 
patients would in the old sample combine with clusters indicating apathy or retarda- 
tion and in general indicate that among the aged patients, at least, physical mani- 
festations, apathy, retardation, and unpleasant affect go together. 


SUMMARY AND CONCLUSIONS 


In the present study, the pattern of symptom clusters found among a sample of 
old patients with a known organic basis for their mental illness was compared with 
the symptom clusters found in a large sample of functional patients under 60 years of 
age. The old, organic patients present symptoms which form fewer clusters than 
the symptoms presented by the younger functional group. In the present sample, 
an anxiety cluster similar to the one found in more youthful patients was observed 
and a familiar clustering of paranoid symptoms was observed. The clear-cut pictures 
of mania, depression, and excitement were absent as were evidences for the cluster- 
ing of hysterical symptoms. In the present sample, manic symptoms cluster to- 
gether with the symptoms of confused and gross excitement. Moreover, instead of a 
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clear-cut symptom cluster indicative of depression, there was a grouping of symp- 
toms which seemed suggestive of the apathy and the mental deterioration of extreme 
age. 

Although this analysis suggests that a satisfactory procedure for describing 
the symptoms of aged, organic patients must await analyses of appropriate rating 
scales, it is possible that the quantified multiple diagnostic procedure based upon 
clustering tendencies observed among the youthful patients would be sufficient for 
describing some of the symptom manifestations for old, organic patients. 
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A LACK OF PERCEPTUAL CONTROL SCORE FOR 
THE RORSCHACH TEST 


J. R. WITTENBORN FRED A. METTLER 


Yale University Columbia University 


INTRODUCTION 


As a result of two earlier studies, it has become apparent that the scoring cate- 
gories of the Rorschach test may be interrelated in a way which had not’ been antici- 
pated by those responsible for its development. Specifically, it was found in both a 
student “ and a patient sample “ that the intercorrelations among the Rorschach 
scoring categories were such as to produce among certain scoring categories a cluster 
which comprises those determinant scores relatively uncontrolled by form. As a 
consequence, it was inferred that the various determinant scores which are relatively 
uncontrolled by form involve a common mode or characteristic of behavior and could 
possibly form the basis for a useful method of distinguishing between individuals. 
The various scoring categories which contributed to the cluster in question were inter- 
preted to represent a relative lack of formal perceptual control in the subject’s res- 
ponses. This interpretation was based not only on a priori supposition but also upon 
the clinical significance often ascribed to responses which are not well controlled by 
formal aspects. Accordingly, it was supposed that among students a prevalence of 
responses which fell in the lack of perceptual control factor would characterize those 
individuals who had hysterical tendencies or who had a labile, if not an uncontrolled 
aspect in their affective reactions. For mental hospital patients it was supposed that 
a prevalence of the responses which comprised the lack of perceptual control factor 
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would not be particularly characteristic of the individuals who were profoundly de- 
pressed or affectively flattened. 


METHOD 

In order to examine the possibility of using a new Rorschach scoring principle 
the various determinants which contributed to the lack of perceptual control factor 
were submitted to a special scoring procedure.! The scoring for each individual in- 
volved determining the number of his responses among those designated as involving 
a lack of perceptual control and dividing this sum by the total number of his re- 
sponses. This rough scoring procedure obviously makes no adjustment for the vary- 
ing degree to which the determinants are correlated with the lack of perceptual con- 
trol factor, nor does it make any adjustment for the relative prevalence of each of 
these determinants in the typical protocol. It was decided, nevertheless, to examine 
the implications of this scoring procedure. If the general principle proves to be pro- 
fitable, more refined scoring procedures may be applied subsequently. 

The present report describes two attempts to relate the lack of perceptual con- 
trol score to everts or variables outside the psychological testing situation. In the 
literature concerning frontal lobe surgery, particularly frontal lobe surgery as applied 
to animals as distinguished from man, observers have frequently described® a 
change in behavior which seemingly is related to the lack of perceptual control con- 
cept applied to the Rorschach factor. It has been said that after frontal lobe surgery 
the animals are more distractible than they were formerly and that their behavior 
was less characterized by long sequences of integrated activity than formerly. Sim- 
ilar descriptive statements have been made concerning mental hospital patients who 
have been treated by psychosurgery. At any rate in an earlier study the writers 
predicted that after psychosurgery patients would show an increase in the lack of 
perceptual control score“. In order to test this, both operated and control patients 
were examined on two occasions with the Rorschach and the respective lack of per- 
ceptual control scores computed. Among the operated patients there were increases 
in lack of perceptual control scores and among the non-operated patients there were 
decreases (presumably a result of familiarity with the Rorschach cards); the differ- 
ence in knowledge and direction of changes between the operated and control 
groups was statistically significant. This correspondence between common beliefs 
concerning a change following psychosurgery and the implications of the lack of 
perceptual contro] score suggest that the lack of perceptual control score is related 
to the aspect of behavior in question. 

It was possible to evaluate the lack of perceptual control score in a second 
respect. The sample comprised forty schizophrenic patients, each of whom had been 
hospitalized for a total period of at Jeast three years and were considered suitable 
candidates for psychosurgery “. All of these patients were rated by psychiatrists on 
a set of symptom rating scales.* These rating scales have been described elsewhere 
where ® ® 7 and may be scored in a fashion such as to result in nine syndrome scores. 
These syndrome scores Were based on factor analyses of large samples of patients and 
actually refer to empirically demonstrable clusters among the 55 psychiatric symp- 
toms which comprise the set of rating scales. Accordingly, for this sample of forty 
patients the lack of perceptual control score was correlated with the score for each 
of the symptom cluster or syndrome scores. The correlations are shown in Table 1. 
The syndrome scores are organized so that the high scores represent numerous and 
severe symptoms whereas the low scores represent a relative lack of the type of 
pathology basic to the syndrome or symptom cluster in question. 


‘Employing Klopfer’s symbols, the lack of perceptual control score is computed for the individual 
in the following manner, 
=(W+C+CF+C’'+C’F+K+KF+k+kF+ce+cF) 
R 


*The writers wish to acknowledge the cooperation of the State of New Jersey, particularly the 
staff at Grey stone Park. 
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TaB_e 1. THe CorrELATIONS BETWEEN THE SYNDROME SCORES AND THE RORSCHACH 
Lack OF PERCEPTUAL CONTROL SCORE 


Syndrome Correlations 


Manic -.12 
Schizophrenic excitement 30 
Acute anxiety 

Depressed 

Paranoid schizophrenia 

Paranoid condition 

Conversion hysteria 


Phobic compulsive 


9. Hebephrenic or “deteriorated” schizophrenia** 


*Significant at 5% level. 
**The combination of symptoms that comprises this cluster suggests “deteriorated” patient of 
the hebephrenic type. 


RESULTS 

From an inspection of Table 1 two tentative conclusions relevant to the present 
study may be drawn. With the exception of the conversion hysteria cluster score, 
the more extreme the patient’s symptom pattern the lower his lack of perceptual 
control score; i.e., in general it appears that the lack of perceptual control is not a 
characteristic of the patients who show the kinds of extreme affective and cognitive 
disturbances represented by a high score on most of the symptom clusters. In addi- 
tion, it is particularly apparent that the socially withdrawn and affectively flattened 
conditions represented by high scores on cluster number 4, Depression, and cluster 
number 9, Hebephrenic or ‘‘deteriorated” Schizophrenia, are not characteristic of 
patients who have high scores on the Rorschach lack of perceptual control factor. 
These two related conclusions are considered to be in keeping with the general in- 
terpretation given the lack of perceptual control score. 

It is also to be noted that the lack of perceptual control score bears a slight 
positive relation (significant at the ten per cent level) with the conversion hysteria 
syndrome, This trend is congruent with the general interpretation given the lack of 
perceptual control score, but it was not anticipated for the present sample where 
the features of conversion hysteria are quite negligible. Nevertheless, this kind of 
relationship was - pecifically anticipated for students in the publication “ which first 
reported the lack of perceptual] control factor. 


Discussion 

There is a different kind of evidence that the determinants included in the lack 
of perceptual control factor have some behavioral homogeneity and that this hom- 
ogeneity is related to lack of perceptual control or perceptual spontaneity. Har- 
rower-Erickson“? has published frequency distributions of the Rorschach scoring 
categories for both the initial administration of the Rorschach and a second admin- 
istration of the test; an inspection of her data revealed that the responses which 
comprise the lack of perceptual control factor tend to decrease and, for the most 
part, are less prevalent at the second administration. This is an interesting finding 
because it not only indicates that the lack of perceptual control determinants are 
affected in a similar way by familiarity with the test, but that familiarity with the 
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test reduces the subject’s susceptibility to the lack of perceptual control responses. 
It is plausible to suppose that perception is better controlled and less spontaneous 
in a familiar situation than in a grossly unfamiliar situation such as a first presenta- 
tion of the Rorschach ecards. 

The reliability of the lack of perceptual control score is a matter of practical 
interest. Unfortunately, there is no altogether satisfactory means of determining 
the reliability of this score. Retest reliability is questionable because this score is 
modified by familiarity and the effect of familiarity may vary from individual to 
individual. A split half reliability is not altogether satisfactory because the homo- 
geneity of the Rorschach cards is only relative and the cards are actually somewhat 
heterogeneous when contrasted with some of the mental tests. Although the present 
sample of 40 schizophrenic’ patients is restricted in range and likely to produce a 
spuriously low reliability coefficient, a reliability coefficient of .62 was estimated by 
determining separately a lack of perceptual control score for the odd numbered cards 
and the even numbered cards and applying Spearman’s formula to the data pro- 
vided by the present sample. 


SUMMARY 


The present discussion presents a novel procedure for scoring the Rorschach 
test. Possibly, this procedure may be employed to supplement familiar Rorschach 
practices and applications. Although the value of the procedure is yet unknown, 
it has certain characteristics which should make its exploratory use of some interest 
to those who would like to extend the applications of the Rorschach test. There is 
evidence that the items comprising the score involve some behavioral homogeneity 
and also that the score may possess some of the behavioral implications ascribed to 
it. A complete understanding of its implications must await additional research 
which employs other criteria and different subjects. 
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THE ROLE * BEHAVIORAL ACCESSIBILITY IN INTELLECTUAL 
FUNCTION OF PSYCHOTICS'! 


SHELDON R. RAPPAPORT 
Philadelphia, Penna, 


INTRODUCTION 


It is widely held that intellectual deficit? is irreversible in most of the organic 
psychoses °": **).. Whether or not it is regarded as irreversible in schizophrenia de- 
pends on the expositor’s theory concerning the etiology of this psy¢ ‘hosis. Many 
authors explain schizophrenia by some sort of organic disturbance “: 5 * %, Some 
trace it to maturational, constitutional, and hereditary factors: +1, Others re- 
gard schizophrenia as functional and dynamic “*: *!), Among those apparently in 
this last group, only a relatively few allude to the relationship between intellectual 
deficit and behavioral inaccessibility’ ": 25: 2°. 57), And these studies do not appear to 
inquire systematically into this re lationship as their primary purpose. 


PROBLEM 


The underlying purpose of this study (to be reported in this and a subsequent 
paper) was to investigate the role of behavioral accessibility in intellectual deficit. 
This was done by an analysis of psychotic patients’ psychometric and behavioral 
accessibility scores. This paper specifically concerns the following problems: 


1. To find the general relationship in psychotic patients between behavioral 
accessibility and intelligence. 

2. To ascertain the relative variability in organics and schizophrenics of be- 
havioral accessibility. 

3. To determine whether organic or schizophrenic patients retain a signi- 
ficantly higher level of intellectual function. 


PROCEDURE 


In September of 1949 all patients in the Alton State Hospital who had an un- 
disputed staff diagnosis of some type of schizophrenia or organic psychosis, had no 
penalizing physical disability, and were not more than 60 years of age were given a 
Screening Test designed to determine their intelligence and level of behavioral ac- 
cessibility. Intelligence was measured by means of one of Thorndike’s short-forms 
of the Stanford-Binet Form L Vocabulary Test“. Behavioral accessibility was 
judged by means of the Elgin Test Reaction Scale (to be abbreviated ‘““‘TRS’’). This 
was devised by Wittman “® and for some time has been used routinely as a part of 
psychological examinations in Illinois state hospitals. 

To avoid the influence of low intelligence on intellectual deficit, it was decided 
that patients must attain a vocabulary 1.Q. (henceforth to be called “V.Q.’’) of 80 
or more to be used in this study. Adequate behavioral accessibility was arbitrarily 
set at a TRS score of 69 or more. This particular point was arrived at by aggregat- 
ing the scores of each factor in the scale, as judged by the verbal descriptions, re- 
quisite for an effectual testing situation. 


'This study is condensed from a Ph.D. dissertation presented in July of 1950 to the Graduate 
Board of Washington University. It was made while the writer was Supervising Psychologist at Alton 
State Hospital. He is grateful to R. Armstrong, H. Castleberry, H. Smolinsky, and other members 
of his former Department for their aid in collection of data. For their constructive criticism and sug- 
gestions about the study the writer is indebted to Drs. Bunch and Watson, and especially to Dr. Webb, 
of the Washington University Department of Psychology. 

*To avoid the contention involved in the term “deterioration”, the writer has followed Hunt and 
Cofer“®) and others in adopting the preferable term ‘‘deficit,”’ whic th is exhibited behaviorally and is 
not necessarily irreversible. 

3In this study behavioral accessibility is considered to be the degree to which the individual is 
able to respond to selected environmental stimuli. As inferred from the patient’s responsiveness, it is 
regarded as dependent upon that attitude or set which enables an individual to utilize efficiently his 
intellectual capacity. This attitude is a function of motivation, effort, adequate emotional reaction, 
self-confidence, social facility, ete. These exist in degrees and can be judged on a rating scale. 
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Of the 361 patients to whom the Screening Test was administered (105 organics 
and 256 schizophrenics), only 34 per cent of the organics and 26 per cent of the 
schizophrenics passed the screening criteria. These 102 patients passing the screen- 
ing standards comprised the Plus Group. The remaining 259 patients (69 organics 
and 190 schizophrenics) were regarded as the Minus Group. 

In March 1950 the test batteries (to be discussed in a subsequent article) were 
given. At that time only 75 patients (30 organics and 45 schizophrenics) remained 
in the Plus Group. The Minus Group receiving the test batteries was comprised of 
52 patients (12 organics and 40 schizophrenics). The mean age, education, and length 
of hospitalization of the patients given the test batteries are shown in Table 1. 


Tasie l. Mean Acs, Epucation anp Lenats or HospiraLizATION OF PATIENTS 
GIVEN THE TEsT BATTERIES 


Mean Mean Mean 
Group N age in sD. education *.D. hospital 
years in years in months 
Schizophrenics 
Plus Group 
Males 2 ‘ 8.23 
Females 2% 42 5.48 |. 9.57 


Minus Group 
Males 


Females 
Organics 
Plus Group 
Males ‘ 46.24 7.39 8.33 2.4! d 31 
Females ¢ 45.89 14 2. 36.11 21 
Minus Group 
Males i 42.60 9.41 .80 1.83 89.40 26.52 
Females yf 47.43 2.36 8.14 2.95 45.43 29 . 26 


A form of the Thorndike short-form of the Stanford-Binet Form L Vocabulary, 
alternate to that used in the Screening Test, and the Wechsler-Bellevue,I Vocabu- 
lary were given as parts of the two batteries (Test I and Test Il) administered at the 
same hour on two successive days. At each session the patient was rated on the TRS 
by the examiner before the tests were scored, in an effort to minimize halo effect. 

No significant difference was found between the scores, both vocabulary and 
TRS, of the males and females in any group. (The highest critical ratio, 1.87, was 
between the TRS scores of males and females in the schizophrenic Plus Group). 
Therefore the scores of males and females within a diagnostic category were com- 
bined. 

To determine the relative variability of the organics’ and schizophrenics’ be- 
havioral accessibility, 22 randomly selected Plus Group organics and 22 randomly 
selected Plus Group schizophrenics performed a common task at the same hour of 
the day, 3 times per week, for a month. The test administered to each patient in- 
dividually at these 12 sessions was the Substitution Test of the Revised Examination 
for the Measurement of Efficiency of Mental Functioning by Babcock and Levy. While 
performing the test, the patient was rated on the TRS. 


RESULTS 
Behavioral Accessibility and Intelligence. The result of the product-moment correla- 


tion between the Screening Test TRS and V.Q.’s is shown in Table 2. Because of 
the restricted range of the Plus and Minus Groups of the schizophrenics and organ- 
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ics, it was desirable to correct for heterogeneity.4. The correlations of the TRS 
scores with the vocabulary scores on Tests I and II were: for the schizophrenics, 
0.85 and 0.79; for the organics, 0.76 and 0.56. 


TaB_e 2. CrivicaL Ratios BETWEEN TRS Scores anp BeTrweEen V.Q.’s AND CORRELATIONS OF 
TRS Scores with V.Q.’s ON SCREENING TEs? 


Mean Mean 
Group N TRS 8.D. »R. V.Q 
Sec yre 


Schizophrenics 
Plus Group 76.41 


Minus Group 41.03 
Total Group 2 50.14 


Organics 
Plus Group 36 76.67 


Minus Group 42.80 


Total Group 3 54.19 


*Corrected for heterogeneity 


As supportive evidence of the effect of behavioral accessibility on intelligence, critical 
ratios were determined between the scores of the Plus and Minus Groups. These are 
also shown in Table 2. 


Relative Variability of Behavioral Accessibility. The behavioral accessibility of the 
organics and schizophrenics was rated over a period of a month to determine if one 
group would show greater behavioral variability. The F tests employed to deter- 
mine whether such a difference in behavioral variability would be due to variance 
of the group from day to day, variance of the individuals of the group among them- 
selves, or variance of the individuals of the group temporally within themselves are 
shown in Table 3. 


TaB_e 3. F Tests BETWEEN VARIANCES OF ORGANICS AND SCHIZOPHRENICS AS A WHOLE, OF 
PaTIENTs IN Each Group AMONG THEMSELVES, AND OF PATIENTS IN Eacu Group 
WITHIN THEMSELVES 


Degrees of Per cent level 
Freedom Variance i of confidence 


Variances of Groups 
as a whole 
Organics 2.2930 ——T 
Schizophrenics 1 3.9095 pte 
Variances of Patients 
in each group among 
themselves 
Organics 2 : 49 0380 pete “% 
Schizophrenics 21 25.1694 o 5 anc 
Variances of Patients 
in each group within themselves 
Organics 242 43.6891 2 04 
Schizophrenics 242 89.2559 Amigé 





‘The sigmas of the V.Q.’s were used to obtain the corrected correlations (23, p. 211). 
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It was also found that the mean TRS score of the schizophrenics as a grou 
(73.69) was significantly lower than the mean TRS score of the organics as a group 
(78.83). The critical ratio of these means was 4.84. 

Levels of Intellectual Function. The critical ratios obtained to determine whether 
organics or schizophrenics retain a higher level of intellectual function are presented 
in Table 4. 


TaBLe 4. Critica, Ratios BETWEEN THE MEAN VOCABULARY SCORES OF THE SCHIZOPHRENICS AND 
THE MEAN VocABULARY SCORES OF THE ORGANICS ON THE SCREENING Test, Test I, anp Test II 


Schizophrenies Organics 


Chances 


Mean S.D. N Mean S.D. .R. in 100 


Screening Test 256 70.75* 45.60 105 74.17" 29.02 
Test I 85 87.74 36.27 42 81.05 26.99 


Test IT 8: Ar 3.64 45 ¢€.67™ 2.59 


*V.Q.’s from alternate forms of the Thorndike-Binet Vocabulary. 
**Weighted Scores from:the Wechsler-Bellevue,I Vocabulary. 


Discussion OF RESULTS 


Behavioral Accessibility and Intelligence. The product-moment correlations between 
TRS scores and vocabulary scores indicate at least a substantial relationship between 
behavioral accessibility and intelligence. This relationship persists regardless of the 
diagnosis of the psychotic patients studied. However, as may be noted from Table 
2 the intelligence of the schizophrenics is more highly related to behavioral accessi- 
bility than is that of the organics. In addition, the high correlations of TRS with 
vocabulary scores in both the Plus and Minus Groups, and the highly significant 
differences between the, mean TRS scores and between the mean V. Q.’s of the Plus 
and Minus Groups inditate a consistently high degree of relationship between behav- 
ioral accessibility and intelligence no matter if the accessibility is high or low. This 
conspicuously suggests that demonstrated intelligence is dependent upon behavioral 
accessibility; which is in essential agreement with the findings of Rappaport and 
Webb ©@®, Wittman and Russel“, and Hunt and Cofer “?. 


Relative Variability of Behavioral Acce ssibility. Considering each group as a whole, 
the relative variance (cf. Table 3) of the organics’ and schizophrenics’ behavioral 
accessibility from day to day was not significantly different. However, when for 
each group the variance of the individuals among themselves was considered, the 
schizophrenics showed significantly greater behavioral variability, at the 5 per cent 
level of confidence, than did the organics. Furthermore, the temporal variability of 
the individuals within themselves was greater, at the 1 per cent level of confidence, 
for the schizophrenics than for the organics. These findings suggest that in contrast 
to the organics, the schizophrenics display wide behavioral fluctuations among them- 
selves from day to day, and that individually they show extensive temporal varia- 
tions from their behavioral means. Thus, although the individual behavioral pat- 
terns of the schizophrenics are grossly erratic, when the group is considered as a 
whole and these individual patterns are necessarily superimposed, they tend to cancel 
each other out. As a result, the group variance is not significantly greater than that 
of the organics. As opposed to this, the organics show consistently low behavioral 
variances both among the individual patients and within each patient from day to 
day. As would be expected, the organics also have a significantly higher mean TRS 
score. Hence, it appears that organic patients maintain a consistently higher and 
more stable level of behavioral accessibility than do the schizophrenics. This could 
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well account for Wittman’s “ findings that the deficits of individual schizophrenics 
vary more than do those of any other group. It could also explain the findings of 
Hunt“ and Wittman “® to the effect that the intra-individual variation in out- 
put of schizophrenics is greater than that of organics. 


Levels of Intellectual Function. Observation of Table 4 indicates that none of the 
measures of vocabulary used in this study yielded a significant difference between the 
vocabulary scores of organics and schizophrenics.® Thus, for the sample used in this 
study there is no indication that either schizophrenics or organics retain a signi- 
ficantly higher level of intellectual function. This is contrary to the findings of 
Brody “? and Davidson“? who found vocabulary to decrease significantly in organ- 
ics. Certainly, the results of the present study would lead one to expect organics 
to have significantly higher vocabulary scores than schizophrenics. Therefore it 
would seem that in organics in addition to the effect of accessibility on vocabulary 
scores, there is a non-behavioral factor operative. This factor appears to produce 
in organics a deficit equivalent to the deleterious effect of inaccessibility on the vocab- 
ulary scores of schizophrenics. The results of this study would then seem to offer 
supportive evidence to the assumption of Hunt and Cofer“*) that ‘“‘reduction of 
fundamental capacity and reduction of motivation have similar effects on many 
performances.” 
SUMMARY AND CONCLUSIONS 

This study attempted to compare in organics and schizophrenics the factors of 
behavioral accessibility, as judged on a rating scale, and intelligence, as reflected by 
vocabulary scores. It also attempted to investigate the relationship between these 
factors. A population of 256 schizophrenics and 105 organics was examined. No 
patient was over 60 years of age or of less than dull-normal intelligence. 


Within the limitations of this study, the following conclusions seem tenable: 


1. The level of intellectual function of psychotic patients is dependent on de- 
gree of behavioral accessibility. The varying manifest intelligence of schizophrenics 
is especially highly related and in direct proportion to their behavioral accessibility 
at the time of testing. Intellectual deficit in schizophrenia is not “irreversible.” 


2. Organic patients, both inter-individually and intra-individually, maintain 
a consistently higher and more stable level of behavioral accessibility than do the 
schizophrenics. Hence, the test scores of the organics should reflect. more adequately 
and with greater reliability the intellectual areas which they were designed to meas- 
ure. It follows, then, that indications of intellectual deficit in organics may be con- 
sidered more reliable than in schizophrenics. 

3. In organic patients, in addition to the effect of behavioral accessibility on 
vocabulary scores, there is an intrinsic, non-behavioral factor operative. This factor 
appears to produce on the vocabulary scores of these patients a deficit equivalent in 
deleterious effect to the inaccessibility of schizophrenics. 
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THE PERSONALITY STRUCTURE OF THE MULTIPLE SCLEROSIS 
PATIENT AS EVALUATED BY THE RORSCHACH PSYCHODIAGNOSTIC 
TECHNIQUE® 
BENJAMIN BLATT AND IRVING HECHT 
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PROBLEM 


The personality of patients with the diagnosis of multiple sclerosis (disseminated 
sclerosis) has been observed by clinicians to be a characteristic entity. Langworthy ©’, 
who has reported the relation of emotional conflict to the development and progress 
of the disease, has stated that “‘the diagnosis of hysteria is frequently made at the 
onset of the symptoms, not alone because of the bizarre nature of the complaints 
but especially because of a personality structure consistent with the diagnosis. Later 
when objective signs of damage to the nervous system appear, the diagnosis is chang- 
ed to multiple sclerosis.” In his summation of the literature on multiple sclerosis, 
Schumacher “? indicated that ‘‘the existence of emotional instability in patients 
with multiple sclerosis has long been recognized. Neurotic manifestations have often 
obscured the first evidence of the central lesion causing many false diagnoses of 
hysteria for the entire syndrome.” The purpose of this study is to determine whether 
through psychological technique, there is a personality structure characteristic of 
patients with multiple sclerosis. 


SUBJECTS 


Twenty-one patients admitted to the Bronx Veterans Administration Hospital 
during the past three years and diagnosed as. multiple sclerosis by the Neurology 


Section were studied. In addition, there were five patients whose history showed 
neurological signs which were suggestive of multiple sclerosis, but where the neurolo- 
gist could not, because of insufficient neurological evidence, give a final diagnosis of 
multiple sclerosis. These patients were described as ‘‘multiple sclerosis suspects” 
and were included in the study to determine whether the personality structure of 
these suspects was similar to those patients who were unquestionably diagnosed 
as such. 

All the patients except one were white male veterans of World War II. The ex- 
ception was a white female veteran of World War I. 


MerrHop 

The age, intelligence quotient (Wechsler-Bellevue), education, marital status, 
and occupation of each of the twenty-one patients were obtained from the material 
in the clinical folders. An evaluation of the onset, duration, and status of the disease 
for each patient was obtained from the chief of the Neurology Section. 

The Rorschach Psychodiagnostic Test was administered to each of the subjects 
including the five multiple sclerosis suspects, and records were examined systematic- 
ally and qualitatively. 


RESULTS 
The age range of the group diagnosed.as multiple sclerosis is from twenty-two 
to forty-five years of age with a mean of 33.1 and a standard deviation of 10.03 


*Reviewed in the Veterans Administration and published with the approval of the Chief Medical 
Director. The statements and conclusions published by the authors are the result of their own study 
and do not necessarily reflect the opinion or policy of the Veterans Administration. 

Acknowledgement is made to Dr. Charles Kane, Chief of the Neurology Section, for providing 
the neurological data. 
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years. The range of intelligence quotients is from 88 to 131 with a mean of 103.8 and 
a standard deviation of 10.13. The intelligence quotient distribution, in terms of 
Wechsler’s classification, is as follows: Very Superior, 1; Superior, 1; Bright Normal, 
5; Average, 12; Dull Normal, 2. 

In education the group ranges from eight years to seventeen years with a mean 
of 11.8 and a standard deviation of 2.86. Occupational distribution is as follows: 
Professional, 1; students, 2; civil service, 4; salesmen, 4; mechanics, 5; housewife, 1; 
odd jobs, 4. The marital status of the group is as follows: Married, 11; Single, 10. 
As indicated by the above data, the varied background of these patients suggests 
no pattern that may be considered characteristic of them as a group. 

The neurological data of the group is as follows: Date of Onset ranges from the 
years 1939-1949, with duration ranging from two weeks to ten years. Type of Dis- 
ease is Chronic Remittent, 12; Chronic Progressive, 8; and Acute Diffuse, 1. The ob- 
tained data yield no specific, or characteristic pattern in terms of onset, duration, 
or type of disease. 

The hysterical personality as delineated by the Rorschach Psychodiagnostic 
Test has shown a characteristic cluster of factors“? include an overwhelming fre- 
quency of clear-cut color prevalence in the experience balance suggestive of an over- 
sensitivity to emotional stimuli; an emphasis on CF and C responses rather than FC, 
thereby indicating egocentricity and uncontrolled affectivity; frequent rejection of 
plates VI, VII, and LX suggestive of sexual conflict; and the absence of, or limitation 
to at most one or two movement responses which implies a repression of inner ex- 
perience. 

Additional findings in this investigation are that the response total is twenty 
or less implying a constriction of intellectual activity; the F© is generally above 50 
suggesting an overemphasis upon repression; the FM outnumber the M responses 
indicating an immature conception of role; and the quality of color production 
usually consists of a “‘blood or fire” response to the pure red of plate II and III, and 
mild, non-aggressive color responses such as ‘‘a palette, design, or flower” to plates 
VIil, IX, X. The predominance of color-influenced responses implies a basic im- 
pulsiveness to strongly toned emotional stimuli, and inability to relate positively in 
emotional terms. Also noted as a positive strong indicator of neurotic disturbance 
is the presence of color shock, which in Rorschach terms, implies an inability to give 
rein to repressed emotions when given the opportunity to do so. Table I gives the 
results of the systematic evaluation of each Rorschach protocol. 


TABLE 1. PERCENTAGE OF DIsTRIBUTION OF RorscHacu Facrors SuGGEsT- 
IVE OF HysTERICAL PERSONALITY IN A GROUP OF 21 PROVEN AND 5 SusPECTED 
MULTIPLE SCLEROsIs CAsEs 


% Cases % Cases 
Factors Present Absent 


Responses less than 20 92 8 
F% greater than 50 62 38 
M (2 or less) 81 

FM greater than.M 58 

CF, C greater than FC 42 
Rejection—Blocking VI, VII, IX 

Strong Color IT, III 

Weak Color VIII, IX, X 

Color Shock 


Twenty-four (92%) of the twenty-six Rorschach records show more than fifty 
percent of the factors which are suggestive of a hysterical personality. Twenty-five 
(96°7) reveal the presence of color shock which is a positive indication of neurotic 
disturbance. 
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The implication of potentially impulsive and explosive emotional reaction to 
strong emotional stimuli is derived from the twenty-three (88°7) Rorschach proto- 
cols in which the response of “blood” is given to the red of plates two and three, and 
a weakly toned response of a “flower design’”’ to the all colored plates VIII, LX and 
X. Though this potential for egocentric and uncontrolled affectivity is present, the 
overemphasis upon repression (F°;), and the use of the neurotic reaction of color 
shock as psychological mechanisms of control are quite evident. If this control is 
not utilized one would expect all the records to manifest predominant color deter- 
mined responses (CF, C). One may justifiably state that the data yielded by the 
systematic evaluation of the Rorschach protocols supports the claim that egocentric- 
ity and uncontrolled affectivity are characteristic of the personality of the multiple 
sclerotic patient. Secondly, all patients employ the pattern of neurotic mechanisms 
which are suggestive of hysteria. 

The qualitative evaluation of the twenty-six Rorschach records was made 
essentially by the use of the technique of testing the limits. With this method, the 
examiner ‘‘exerts pressure in a systematic and controlled way in order to provoke 
reactions in directions avoided, or not clarified by the subject in his spontaneous re- 
actions’ “), This technique elicited in twenty-one of the cases (81°7) the strongly 
toned color reaction “blood”’ or ‘fire’? to the red areas of the Rorschach plates. In 
addition, a majority of the subjects revealed hysteric-like reactions to the sexually 
sensitive plate areas. They either reacted with suppression or produced symbolic 
content which is characteristic of repression. Thus qualitatively, the group yielded 
response patterns consistent with hysterical features. 


DISCUSSION 


The clinical behavior of these patients to the test stimuli is characterized by a 
poorly organized expenditure of energy towards a goal. These patients tend to react 
to each stimulus with total force. They show more egocentric affectivity because 
each stimulus represents a challenge to the ego instead of being part of a well in- 
tegrated reactive pattern. In terms of test behavior, this is manifested by their var- 
iable reaction time, immaturity and explosive emotionality. In terms of Rorschach 
data, we see this in the strong color reaction to the red, and in the over-emphasized 
number of FM as compared to M responses. Frequently, the patient is unable to 
contain himself until given the signal to proceed but has to react before he has been 
able to integrate the complete meaning of a particular stimulus. 

The psychological controls employed by these patients are repression, sup- 
pression, and evasion. In terms of Rorschach data, we see this in the high F°, re- 
jection and blocking to plates VI, VII, IX, as well as in the presence of color shock. 
In difficult situations, they apparently protect themselves by verbalizing their hostil- 
ity. They project their hostility through ridicule, and sarcasm onto outside stimuli, 
be it test material or the examiner. These methods of psychological control do not 
help these patients to channelize or dissipate their energy along effective channels. 
Instead, there is a damming up process which finds release in explosive emotionality 
as well as probably affecting the vascular bed of the organism. Thus, one patient, 
confronted with what he considered to be a traumatic card on the Rorschach slowed 
up his initial response, after which he responded to the next card with extremely 
quick reaction as if forced to give motor expression to his accumulated tension. An- 
other example of this damming up process was the verbalized reaction of a patient 
who, when he finished the Rorschach said ‘I’ve been laughing under my belt all the 
time to myself.” 

A question which is frequently raised is whether the personality features asso- 
ciated with multiple sclerosis are a reaction to the illness or whether they may be 
considered as antedating it. The results obtained from the five Rorschach records of 
those patients described as “multiple sclerotic suspects” do not differ essentially 
from the personality structure of patients with a neurological diagnosis of multiple 
sclerosis. It is implied, therefore, that results from this investigation tend to sup- 
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port the approach that a personality structure of a hysterical nature antedates the 
onset of the illness. However, further evidence in support of this is needed, and will 
be obtained by a medical follow-up of each of the subjects in order to determine 
whether or not a definitive diagnosis of multiple sclerosis can be made with the 
passage of time. 

The consistent personality structure with its hysterical features present in our 
group is of further significance when one keeps in mind the variable social and neurol- 
ogical background of the patients studied. The only factor common to each was 
either a neurological diagnosis of multiple sclerosis, or a neurological history which 
was suspicious of multiple sclerosis. The results imply the possible psychosomatic 
nature of the illness. It also points up the fact that the differential diagnosis be- 
tween multiple sclerosis and hysteria is a misleading one because the hysterical per- 
sonality structure is consistently associated with the disease itself. 


SUMMARY 
1. Twenty-one patients with a neurological diagnosis of multiple sclerosis and 
five with a neurological history described as suspicious of multiple sclerosis were 
given a Rorschach Psychodiagnostic Test. 


2. The results of a systematic and qualitative analysis of each Rorschach re- 
cord yielded a personality structure suggestive of hysteria. 


3. The presence of a hysterical personality structure for more than the major- 
ity of the patients studied justifies the statement that the hysterical personality 
structure may be characteristic of patients with multiple sclerosis. 


4. The differential diagnosis between multiple sclerosis and anxiety hysteria 
is a difficult one as the hysterical personality structure is consistently associated with 
the disease itself. 
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TREATMENT OF AN ATTITUDINAL PATHOSIS BY 
BIBLIOTHERAPY, A CASE STUDY 
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INTRODUCTION 


The therapy of attitudinal disorders consists primarily of assisting the individ- 
ual in changing attitudes and reaction patterns through bringing to conscious at- 
tention unhygienic (i.e., negative, ambivalent, and invalid) attitudes and their at- 
tendant memories, removing the emotional tone attached to the memories, and re- 
training the individual so that he will react automatically in a hygienic (i.e., positive, 
consistent, and valid), efficient and symptom-free manner to the various stresses of 
life. Such a definition accentuates therapeutic objectives as contrasted with thera- 
peutic methods or means; it is client centered rather than technique or therapist 
centered; it suggests the possibility of adapting methods to the particular needs, 
interests, and abilities of the client. 

This brief philosophic orientation provides a background for the study of the 
case of Mr. R. A. Jr., who displayed acute unhygienic attitudes and was diagnosed 
as having an attitudinal pathosis. The treatment was largely bibliotherapeutic. 
Therapy in the main consisted of a careful study by Mr. A. of twelve prescribed 
books, and a limited number of brief developmental conferences. Every attempt was 
made to make the reading the core of the developmental process. Two evaluative 
conferences, each two hours in length were held in April 1948. These were followed 
by eight developmental conferences, which might better be called report sessions, 
over a period of more than two years. 


Cask REPORT 


Present Problem. Mr. R. A. Jr., age 27, did not on his own seek a psychological ex- 
amination. Rather he was “‘maneuvered” into keeping an appointment made for 
him by his father (whom he overtly resented) and approached his initial interview 
with attitudes which proved to be quite characteristic. To him, his problem had 
four parts. He was unhappy on his job but did not know what to do about it; his 
wife and he were rapidly growing apart for reasons he could not understand; his 
psychosomatic symptoms were becoming increasingly difficult for him to live with, 
and failed to respond to medical treatment; and his friends were finding it increas- 
ingly difficult to live with him which, strangely enough, he could understand. These 
problems were largely defined by him as the case history evolved. 


& 

Past History. He was the oldest of four children. His father was a brilliant engineer, 
who rose from a miner to become a general manager of a large manufacturing con- 
cern. He described his father as a domineering, perfectionistic, and intolerant person 
and his mother as a quiet, understanding, sympathetic, and approachable person. 
His father’s vocational climb took the family to all parts of the country. He attend- 
ed, for example, eight different elementary and secondary schools. Each change was 
fraught with academic difficulties and problems of adjustment. He became, in his 
words, quite a teacher’s pet. At the insistence of his father he studied engineering, 
majoring for his first three years “‘in fraternity life.” He withdrew from college when 
the war broke out to take an engineering position in his home town. Soon afterwards 
he married the favorite daughter of a very prominent and successful surgeon. She 
was Catholic; he Protestant. Their first child was born within a year. After the war, 
prodded by his father and his in-laws, he completed his engineering education. 
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Inadequate finances, the interference of parents, religious differences, and 

cramped housing contributed to Mr. A’s marital difficulties. He adjusted to these 
by criticizing his wife, by refusing to allow her to accept gifts from her family, by 
resenting offers of assistance by his own parents, by retreating into the fantasy of 
detective stories of which he read several each week, and by developing psycho- 
somatic disorders. He was equally reluctant to face his job realistically. He resented 
his boss, felt insecure and underpaid, and believed that the hourly workers resented 
his education. Social relationships had always been an enigma to him. Reading and 
other reclusive activities were substituted for group games even as a boy. Now, as 
he reluctantly explained, social responses, other than withdrawing, became more and 
more painful. His psychosomatic symptoms also developed quite early, in his opin- 
ion. He was nervous as a child. Allergic skin reactions had a considerable history. 
Of late, fatigue feelings of a neurasthenic sort had developed, as had headaches and 
insomnia. These symptoms persisted, yet, according to various physicians, he was 
in excellent physical health. 
Evaluation. With this kind of a clinical history, it was decided: (1) to do testing with 
rather obvious and straightforward materials which would enable him to examine 
his own progress from time to time!, (2) to prepare a rather complete evaluative re- 
port which could be read to him as a kind of verbal mirror to aid him in putting some 
of his immediate problems in a somewhat broader context, and (3) to undertake 
bibliotherapy. 

Excerpts from the evaluative report read to him at the third session follow: 
Report on: Mr. R. A. Jr., Age: 27! May 10, 1948 


1. He is an unusually able individual from an intellectual point of view. He 
has the capacity for logical, analytical, and comprehensive thinking of a very 
superior order . . . He uses his high degree of capacity with variable effectiveness 
... He isa slow, cautious, one-pace thinker who is quite indecisive. 


2. He is hampered by sizable feelings of inferiority which have a long history 
... He is lacking in an adequate degree of self-confidence and self-sufficiency . . . 
His typical behavior pattern is a withdrawing one . . . He directs the hostility 
which he generates inwardly rather than outward... A high degree of internal 
tension develops . . . He is a hypersensitive person who fosters negative, ambi- 
valent, and invalid attitudes ... 


3. Socially, he avoids close relations with others, is individualistic, and some- 
what intolerant and impatient ... Under his cynical and rather pessimistic atti- 
tude lies an hone$t, warm, sympathetic, but uncommunicative person . . . 

4. His insights are inadequate . . . He is unwholesomely critical of both himself 
and others .. . He over-reacts to surface symptoms. . . 

5. He has a tender ego which he is constantly protecting . . . He avoids un- 
pleasant situations, is motivated more toward avoiding failure than achieving 
success and constantly sets rather easily attainable personal goals . . . Some of 
the driving force of his personality is located in indiscriminate needs for affection, 
to be undemanding, to restrict his life within narrow borders, and for per- 
fection .. . These needs are not entirely compatible .. . 

6. He is predominantly interested in things as contrasted with people who do 
things ... . Computational, clerical, and related interests are opposed to equally 
strong disinterests in social service and persuasive activities... . 


Conclusions and Prognosis: An adequate understanding of Mr. A’s behavior 
demands that a distinction be made between certain current problems and his 
psychological predisposition . . . His problems are important only because of 
their currency . . They are all solvable ... More important to Mr. A at this time 
than his immediate problems is the necessity for modifying his habit patterns 


‘ef. Table 1. 
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of thought and action. The major issue is, of course, his withdrawing behavior 
pattern... Even though he is a young man, this pattern has ac onsiderable, 
history ... It is rooted in feelings of personal inadequacy and inferiority which 
he developed at a very early age... Underneath his superficial attitude, Mr. A. 
is strongly motivated both toward solving certain current problems and toward 
modifying his basic behavior pattern. Development work with him should be 
directed primarily toward the latter. In light of his strong motivation and his 
unusual ability the prognosis for his growth and development is favorable . . . 
Bibliotherapy is recommended. 


The report from which these excerpts were taken was read and discussed at some 
length on May 10, 1948. The idea of bibliotherapy appealed to him. Following an 
explanation of therapy such.as that given in the introduction, he was asked to do his 
reading, not to learn about psychology, but to learn about himself. Two books were 
prescribed: Victory Over Fear. by John Dollard, and Through Children’s Eyes by 
Blanche Weill. The former was selected for its discussion of fear reactions and for 
its elementary presentation of self-analysis; the latter to stimulate constructive 
thinking about his own childhood as well as what he was doing to his own son. He 
was asked to read these books several times, and to request another appointment 
whenever he wished it. 

Nine months passed before he requested a follow-up conference. This confer- 
ence was dramatically divided by him into two parts. Without prompting, he re- 
ported at some length regarding his reading and the application he had made of it. 
Also, without prompting, he abruptly shifted to a lengthy discussion of his tension 
and his marital difficulties. He reported spending a great many hours in reading and 
re-reading the books and gave many illustrations of how he had applied what he had 
learned. A few quotes taken out of the context of that interview may illustrate: 
“T know that reading did a lot of good, but I don’t know just how . . . I find myself 
thinking in Dollard’s terms . . . ’m more sure of myself . . . I recognize my wife’s 
tiredness . . . I sometimes feel sorry for the boss now ... My own. childhood has a 
different meaning... I’ve had a couple of frank talks with Dad... ete.”’ Changing 
the subject quite abruptly, he talked at length regarding his clashes with his wife’s 
parents, about his recent physical examination and his conviction that his headaches, 
which were much improved, could be traced to tension. Taking a cue from his con- 
cerns With his marital problems and his tension, Release From Nervous Tension by 
Fink, and the Happy Family by Levy and Monroe were prescribed.. The original 
discussion of therapy was reviewed,’and he avas once again encouraged to study in 
order to learn about himself. The initiative for making another appointment was 
again placed upon him. 

The next conference was barely three months later. Like the' previous one, it 
also fell into two parts: a report on his reading, and a discussion of his immediate 
problems. Taken out of context for illustrative purposes are the following quotations 
from this interview: “Things are looking up. . - I can’t point to any one thing, but 
I’m beginning to understand a lot of things . ... my headaches are all gone . . . my 
wife has become more tolerant where I am concerned . . . I don’t bring my job home 
with me every night ... I’m giving my men a job to do and letting them alone . .. 
I almost never buy detective stories, and when I do I seldom read them . . . My wife 
says I used to sit and read or think all the time . . . Now she says I knock her out 
talking with her .. . I don’t know whether it’s reading or what, but I’m beginning to 
understand people ... I don’t mind M’s borrowing her mother’s ear, in fact I 
borrowed it myself to come up here tonight . . . I can’t explain just what it is, but 
I’ve learned a lot.’”’ Changing his line of thinking from his reading and accomplish- 
ments to his needs, he expressed a desire to know more about human behavior, and 
how the feelings of people affected their actions. This discussion of needs again pro- 
vided the cue for the reading prescription. Managing Your Mind by Kraines and 
Thetford was selected because of its comprehensiveness, and Management and Morale 
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by Roethlisberger because of its discussion of the relation of “‘sentiments”’ to pro- 
ductivity. Once again the purpose of reading was discussed, and he was invited to 
request another appointment whenever he wished. 

This time the request came only a month later. On this occasion, Mr. A opened 
the conversation by saying Management and Morale was one of the best books he 
had ever read, but that he found Managing Your Mind “poorly written.” Excerpts 
from this discussion are again quoted to illustrate his growth. ‘‘Things are still im- 
proving ... I’m going to parties now ... My father-in-law offered to buy us a wash- 
ing machine, and I didn’t resent it because M. needs it .. . 1 understand the children 
now and they don’t bother me . . . I have had only one headache, and that one went 
away as soon as I figured it out . . . (He referred to a work crisis involving a clash 
with his superior.) The boss is afraid to act. I feel sorry for him. . . If I’ve learned 
anything, it’s that you’ve got to start somewhere . . . You have to think things 
through and act... I’ve discovered I like the guys out in the foundry . . . If you talk 
with them they won’t resent engineering changes . . . I feel very close to Dad... 
There are a lot of things about him I admire . . . He had a rough childhood.” Since 
this interview was more difficult to divide between reporting and emerging needs, 
he was questioned regarding the advisability of more reading. When he requested 
reading which would help him develop understanding of the human problems of 
management and how to deal with them, Management and the Worker by Roethlis- 
berger and Dickson, and The Art of Leadership by Tead were recommended. 

At the next conference, six weeks later, he reported having “gotten a lot out of” 
his last two books. In The Art of Leadership he finally had ‘‘hit upon” his boss. 
Management and the Worker helped him understand “the people who do things in a 
factory.”’ Some excerpts from the interview may serve to illustrate his concept of his 
own development: ‘Our home life is much better... M. and I even kid one another 
... The children don’t bother me any more .. . I’m getting to be a man of action .. . 
I find I have to watch my step because | can get irritated now when nothing hap- 
pens ... More and more fellows from the plant are coming to me with their prob- 
lems (laugh) . . . Believe it or not, they ery on my shoulder now . . . The boss is the 
sort of fellow who won’t act ... I have had to school myself to overlook his procrast- 
ination .. . I’ve developed some very economical methods of getting better pro- 
duction .. . | don’t have time to read except the things you assign me .. . I’ve gotten 
over my yen to tie one on drinking . . . Only occasionally do I get that old picked on 
feeling, and then it doesn’t last long... For some reason we’re doing better finan- 
cially too . . . I don’t earn hardly any more, but we seem to be managing better.” 
Toward the end of this session he explained how he was doing things automatically, 
how it became less and less necessary to make a conscious effort. He illustrated this 
change with a detailed account of how he discovered after seating himself, that be 
had actually run for the bus on which he was riding. The experience so interested 
him that he gave considerable thought to why he had never done it before. As a 
result of his self-analysis he concluded: ‘I was always afraid 1 would miss it, and 
people would laugh at me.’’ When Mr. A verbalized a need to develop his executive 
abilities on the one hand, and to develop his insights on a broader front, How to 
Develop Your Executive Abilities by Starck and Psychology Applied to Life and Work 
by Hepner were prescribed, and the usual invitation to seek another interview was 
extended to him. 

At the next conference, eight months later, he had little to say about the books 
except that they had made him do a lot of thinking. He verbalized important in- 
sights which are difficult to convey briefly. He illustrated at great Jength his grow- 
ing confidence, his improved relationships with his wife, his father, his in-laws, his 
children, and men at the plant despite his conviction that he must change jobs. He 
analyzed insightfully his resentment for his father and his emotional dependence on 
his mother. He described how in his wife’s case it had been the reverse. He explained 
how he and M. were attempting to provide psychological security for their children. 
He illustrated how he and M. had stopped looking backward and criticizing one 
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another—how they were looking forward and planning. Much of this thinking, he 
realized, was not necessarily related to his recent reading. This, in his mind, was not 
actually a criticism of the books. He thought it might be proof that he was finally 
growing up. At the close of this conference Emotional Problems of Living by English 
and Pearson was recommended. 

Two months later, he requested another conference. All that he had learned 
now seemed to fall together, yet he was not sure just why. For the first time he talk- 
ed about problems of sex, about the difference in religious upbringing between his 
wife and himself, and about their problems of sexual adjustment. Emotional Prob- 
lems of Living had, in his words, “sort of put things in context.’’ As he moved from 
the discussion of his reading, he brought up the problem of religion and asked what 
he might read which would give him understanding of the Catholic point of view. 
Peace of Soul by Sheehan was recommended to him. 

This last conference was in July of 1950. He phoned several weeks later to an- 
nounce he was about to take another job and to raise several insightful questions 
about his readiness for a job which would take him away from home part of the time. 


FoLLow-up EVALUATION 


For research purposes, Mr. R. A. Jr., was selected for a follow-up evaluation in 


April 1951. He was told that it had been nearly a year since his last psychological 
check-up and that an examination by a psychologist unfamiliar with him might be 
advisable. He readily agreed, and an appointment with Dr. Charles D. Flory 
(Rohrer, Hibler & Replogle) was arranged. Dr. Flory, in addition to doing a com- 
plete clinical examination also permitted Mr. R. A. Jr., to re-evaluate himself by 
completing the same inventories originally given to him. The comparative scores 
are given in Table 1. 
TaB_e 1. Test Scores Berore, DuriNG AND AFTER THERAPY 
TEST APRIL 1948 


AUGUST 1949 APRIL 1951 


PPT (RH&R Intelligence Test) 30 (99% tile) 34 (99+ % tile) 





PR (RHR Personality Record) 


Beckman 


Bell: 
Total 
Home 
Health 
Social 
Emotional 
Occupat ional 


Bernreuter: 
B1-N 


18 (below average) 
20 (54) 


68 (very unsat.) 

12 (unsat.) 

9 (low average) 
25 (very retiring) 
10 (low average) 
13 (low average) 


86% (unstable) 
35% (dependent) 


7 (superior) 


40 (average) 
(average) 
(average) 

5 (aggressive) 
5 (average) 
16 (unsat.) 


= 
‘ 
— 
. 


5 (superior) 
+4 (average) 


17 (good) 
8 (average) 
2 (good) 
2 (very aggressive) 
2 (good) 
3 (good) 


1% (very stable) 


B2-S 94% (self-sufficient) 
B3-I 80% (introverted) 3% (extroverted) 
F1-C 90% (self-conscious) 16% (self-confident) 


F2-S 74% (solitary) 


Kuder: 
Mechanical 
Computaticnal 
Science 
Persuasive 
Artistie 
Literary 
Musical 
Social Service 
Clerical 


© tile 

© tile 

7o tile 
% tile 
5% tile 
7o tile 

> tile 
tile 

2% tile 


73% (solitary) 


> tile 

© tile 

© tile 

92% tile 
50% tile 
91% tile 
S87 % tile 
24% tile 
3% tile 
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Before reading Dr. Flory’s report, the reader is reminded that this case was 
started in April 1948. Therapy in the main consisted of a careful study by the client 
of twelve prescribed books, and a limited number of brief developmental conferences. 
Every attempt was made to make the reading the core of the developmental process. 
The two evaluative conferences were each two hours in length. The eight develop- 
mental ones, which might better be called report sessions, seldom lasted an hour. 


REPORT BY DR. FLORY 


Report on: Mr. R. A. Jr. April 19, 1951 
Age: 30 


1. He is very superior in intellectual competence. He possesses unusual ability to 
think comprehensively, logically, and analytically. He is quick to sense relation- 
ships either of a concrete or an abstract type. He is intrigued by complicated prob- 
lems. 

2. In his move away from his former perfectionism he presently prefers to deal with 
ideas and creative situations rather than becoming bogged down with details. He 
is striving successfully to push routine and even the computational activities into 
the background. He is capable of a very high degree of concentration when necessary 
to reach a goal. 

3. He is a well adjusted and a highly stable person emotionally. He has developed 
excellent control over his feelings and a former tendency toward moodiness. He 
occasionally allows nervous tensions to build up, but is able through his own devices 
to reduce tensions quickly before they seriously affect his behavior. His caution in 
action causes him to hold down the amount of enthusiasm for things or affection 
which he shows toward people. He is a bit obsessed with small things of importance 
which reflects residual effect of his perfectionism. 

4. When he receives criticism he tends to toss it back in kind but it does not affect 
him significantly. Pressures create some nervous tension but he is able to relieve it 
either by his approach to the work at hand or in his attitudes toward himself. He 
carries some traces of aviormer self-consciousness but is now typically self-confident. 
In fact his self-confidence is presently so high that he rarely seeks sympathy or en- 
couragement from others. 

5. He is highly objective and quite flexible both in thought and in action. He is, 
however, very persistent when under way toward a goal. His drive for quality pro- 
duces sufficient cautiousness that he rarely presents work as completed until he feels 
that it is a finished product. He has so much integrity himself and is so adaptable to 
his environment that he becomes somewhat impatient with people who complain or 
who are obvious frauds, He responds with a warm identification toward the person 
who is open, sincere, and frank. 

6. His social and human relations skills have developed through compensation to 
the point that his personality is almost directly opposite of what existed a few years 
ago. He is presently gregarious, friendly, and generally effective in his relations with 
people. He goes out of his way to learn to know people and to be nice to them. He 
often finds himself in the leadership role in his social contacts. These habits today 
almost completely conceal a strong independent, solitary, and non-social tendency. 
7. He is still a bit too much the engineer to have developed his persuasive skills to 
their full potential. He tends to stick too close to facts and figures to utilize the full 
weight of his personal impact in influencing decisions. He is so factual and so ob- 
jective that he has difficulty in utilizing enthusiasm to reach human relations ob- 
jectives. He makes friends easily and gets fairly close to his friends. He fosters the 
development of mutuality in his group contacts. 


8. His aggressiveness is picking up rapidly. He has moved from a solitary, with- 
drawing person to one of wholesome ascendance. He rarely creates sparks in his re- 
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lations with people, since he is so quick to detect any cue to the way what he does or 
what he says affects them. 


9. His insights are sharp, deep, and operationally effective. He understands him- 


self in a very realistic way. He sees both the distance he has come and the distance 
he has yet to travel in unfolding his potential. He knows why he does what he does 
and the effect of his action on others. He is very quick to detect the feelings and 
motives of people about him. He is somewhat restless with a stranger or a new work- 
ing associate until he has made an evaluation of his motives and drives. He is quick 
to detect the keys in others which will produce the results desired. 

10. He plans long-range but generally. He has corrected an earlier habit of allow- 
ing himself to get lost in details. He is now quite free-wheeling in his thinking and in 
his action. He often reacts off the cuff but with relevance to his overall plan. He is 
capable and competent as a supervisor. He works well with men and is especially 
adept in a liason relationship. 

11. His outstanding interest presently is in the persuasive field. This condition 
reflects both a felt need for more persuasive skill as well as a tremendous change. 
He has high interests in the literary and musical fields. His present interests are very 
low in the computational areas or in work involving routine assignments. He 
is chasing ideas sa successfully that he resents the time required to push through 
uninteresting routine. 

Conclusions and Prognosis. We believe that Mr. R. A. Jr., is a well adjusted and a 
highly competent individual from a psychological point of view. His major problem 
today is to keep up the head of steam which he has developed and move forward 
along the tracks which have been laid down. The changes which he has made, largely 
through the development of self-insight and the display of sufficient courage to act 
on his analysis, have so completely changed his personality that he should be com- 
mended and encouraged to move ahead. He is aware that his behavior today in 
many respects is compensatory but deliberately so. There is a danger about which 
he should be warned, namely, that he could easily develop a ruthless type of social 
effectiveness which would lead to the manipulation of others merely for his own ends. 


SUMMARY 


If the role of the psychologist is becoming increasingly a developmental one, 
as contrasted with an evaluative one, certain hypotheses suggest themselves: 

1. Bibliotherapy is an important therapeutic, or developmental tool, especially 
in dealing with problems of an attitudinal sort. 


> 


Suggesting that individuals grow and develop even when not sitting in the 
presence of a clinician, bibliotherapy is peculiarly adaptable to consulting practice 
where time is at a premium and contacts somewhat infrequent. 

3. Reseach in bibliotherapy, to discover materials which have value, to relate 
these therapeutic values to particular kinds of personality difficulties, would seem 
to have some promise. 

4. Finally, it is barely possible that bibliotherapy, if properly applied, might 
aid in avoiding one of the pitfalls of expressive therapy—that of catharsis or verbal- 
ized understanding which is not accompanied by action. The verbalization of guilt 
and inferiority reduces tension, but does not always result in effective actions. In 
bibliotherapy, verbalization, which in itself sometimes proves quite frustrating, is 
kept at a minimum. 








THE QUALITY OF THE QUANTITY OF THE H-T-P! 
JOHN N. BUCK 


Lynchburg State Colony 
Colony, Virginia 


It is believed that what we call ‘The Quality of the Quantity” serves to bring 
into closer and more efficient relationship the quantitative and qualitative scoring 
systems by providing: (a) a relatively objective check upon the qualitative appraisal, 
and (b) an opportunity for qualitative extension of the interpretation of the quanti- 
tative scores and score patterns.2, And it demands but little additional expenditure 
of time. 

Appraisal of the quality of the quantity of a set of H-T-P drawings is divided 
into five steps. 


STEP 1; This involves an appraisal of the degree of disparity between the IQ 
scores by pairs. The Raw G and the Net Weighted [Q’s constitute the first pair; the 
Good and Flaw 1Q’s, the second. 

While no true dichotomy is posited in either instance, the scores appear to have 
somewhat different qualitative implications. The Raw G IQ, which is deteod from 
raw points only, without consideration of more than their gross differentiation as 
Good and Flaw, respectively, seems largely to represent the quantity of a subject’s 
creativity and productivity; to emphasize how much he does. The Net Weighted 1Q 
which is derived by subtracting the weighted Flaw score from the weighted Good 
score and thus accords each factor point a more refined differentiation, seems to 
emphasize the quality of the subject’s concepts; to stress how well the subject does 
something. 

In the majority of cases the Net Weighted 1Q is from 1 to 10 points above the 
Raw G. Ifthe Net Weighted IQ is 15 or more points above the Raw G, the suggestion 
is that the subject is not functioning at anything like the qualitative level of which 
he is basically capable. If the Raw G IQ is several points above the Net Weighted 
1Q, the suggestion is that the subject has what may be called ‘quantity necessity” 
(at times it seems to r¢present maximal efficiency). If the disparity is 15 points or 
greater, pathoformicity is definitely to be suspected, and with the quality of behav- 
ior that much below quantity, regression is implied, the probable permanence of 
which, of course, would depend upon many other factors 

For the second pair of 1Q’s, the Good and the Flaw, again no real dichotomy is 
believed to exist, but there is a qualitative difference. The Good IQ score, which is 
estimated on the basis of the weighted Good points solely, seems to stress the sub- 
ject’s productivity, since it is a measure of his expression of details and their size 
and spatial relationships in the drawing of House, Tree, and Person. By generaliza- 
tion, then, it seems to express the degree to which the subject is able to act and inter- 
act in his environment. 

The Flaw 1Q, which is based solely on the measurable errors a subject commits 
in producing his H-T-P, stresses his power of criticality; seems largely to emphasize 
his ability to appraise reality aloofly, objectively, analytically. 

The Good IQ score is usually somewhat higher than the Flaw. If it is 15 points 
or more higher, one would suspect that the subject’s general behavior would be vac- 
illant and at times inefficient because of the relatively great striving on the one 
hand and the relatively lower level of analytic judgment on the other. If the Flaw 
IQ is 15 points or more higher than the Good, one would suspect that the subject’s 


_ 'The author is indebted to Miss Selma Landisberg, Miss Hannah Davis, Mrs. Audrey Mailer, 
Miss Patricia Nigg, Mrs. Catherine Whitehead, Mr. Allen Cohen, Mr. John Hurley,*Mr. Daniel Hut- 
ton,and Mr. Bernard Meiselman for suggestions and criticism. 

*Specifie patterns will not be presented or commented upon in this article: many bave been 
tentatively identified, but evidence of their validity is inadequate at present. 





THE QUALITY OF THE QUANTITY OF THE H-T-P 353 


failure to function socially at a level commensurate with his critical judgment might 
be due to hypercritical attitudes. 

At times it will be found that the Flaw IQ has been so depressed by 2 or 3 D3’s, 
that it cannot be regarded as really representative of the subject’s critical level: but 
the presence of such gross errors in judgment has its own pathoformic implications. 
H-T-P 1Q’s like all other H-T-P items are to be regarded as sign posts only. They 
must be interpreted in the light of all the qualitative and quantitative factors 
elicited. 


STEP 2: The first part of this step involves an appraisal of means score pat- 
terns: that is, an appraisal of the factors which go to make up the four IQ’s. First, 
the examiner will determine the relative part played in the production of the Flaw 
IQ by the raw D scores, which represent the subject’s misuse or omission of details, 
and /or his faulty assignment of proportional and spatial relationships to them in 
the drawings of House, Tree, and Person. By generalization the D scores are re- 
garded as a qualitative representation of the subject’s level of critical judgment in 
real life situations. The D1 factors represent minor flaws, the D2’s and D3’s imply, 
respectively, pathoformic and pathological errors in critical judgment. A complete 
absence of D factors is to be regarded with suspicion, for it implies a hypercriticality 
that could be more crippling than helpful. 

Next the examiner will appraise the raw A and § score patterns to determine 
their respective roles in the production of the Good IQ score. The subject’s A scores 
reveal his grasp upon the basic details essential to the production of House, Tree, 
and Person and their basic proportional and spatial relationships, and by generaliza- 
tion seem to indicate his ability to deal with the more concrete and elemental aspects 
of reality. The subject whose Good IQ score is made up largely of Al’s and A2’s is 
an individual whose major interests are relatively simple, immediate, and material. 
The subject’s S scores, which represent his use of less essential details, and more re- 
fined and more elaborate proportional and spatial relationships in the drawings of 
House, Tree, and Person, from a qualitative standpoint seem to indicate the ability 
of the subject to deal with the more abstract and abstruse aspects of everyday life. 
The subject whose Good IQ score is in large measure made up of S1’s and $2’s° is 
rather likely to be an individual whose interests are more intellectual than material; 
and the greater the number of perspective factors in the 8 score, the greater the likeli- 
hood that the subject is more flexible and resourceful. 

In the second part of Step II we appraise the so-called consistency of perform- 
ance by evalu: ating the classification level spread of the means scores. A so-called 

‘normal spread” is one involving from 3 to 4 adjacent classification levels. A spread 
of less than 3 adjacent levels carries qualitative implications of pathoformic constric- 
tion of function. The greater the spread beyond 4 adjacent classification levels, part- 
icularly if more than one factor level is involved, the greater the qualitative implica- 
tion that the subject’s behavior is characterized by impulsivity and widely divergent 
levels of efficiency 


STEP 3: This involves inspection and evaluation of the scores for Details, 
Proportion and Perspective: first, we appraise the Good score against the Flaw score 
in each category; next, we weigh the quality of the categories in relationship to each 
other. 

The Detail Good score is basically the Raw score measure of the subject’s con- 
cept of the elements necessary to the production of a satisfactory House, Tree and 
Person. By extension we view this score qualitatively as an index of the subject’s 
ability to recognize the elements of everyday life and e mploy them conventionally. 
The Detail Flaw score, which is basic ally the Raw score measure of the subject’s 


3As a rule there will be more material shown by sh¢ ading in the chromatic series than in the achro- 

matic (apparently the whiteness of the enclosed space is enhanced by the greater contrast between 

crayon and background). S8’s for material, therefore, have a somewhat lower ‘‘value”’ in the chromatic 
than the achromatic. 
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ability to avoid mistakes in using details in the H-T-P, is seen qualitatively 
measure of his ability to appraise critically the elements of reality in general. 

The Proportion Good score is the raw score measure of the size relationships 
that the subject assigns to the details in constructing a given whole, and also the 
size of the drawn whole’ in relationship to the form page. It seems, qualitatively 
speaking, to be a measure of the subject’s ability to make efficient use of his judg- 
ment in the solution of the more basic, the more concrete, and the more immediate 
problems of every day living. 

The Proportion Flaw score, the measure of the subject’s ability to avoid mis- 
takes in assigning proportional relationships to his details and his wholes, becomes 
qualitatively an index of his ability to subject to aloof, critical judgment the more 
basic problems presented by his environment. Logic-tight compartments may de- 
press this score. 

The Perspective Good score is a raw measure of the subject’s concept of: (1) 
the spatial relationships of the elements making up each whole; and (2) the relation- 
ship of each whole in symbolic time and space to other objects in the environment. 
Qualitatively it seems to be an index of the subject’s ability to function in the more 
abstract and the broader relationships of every day life. In short, it is considered, 
in part, as a measure of his functioning insight. The Perspective Flaw score, which 
is a raw score measure of the subject’s ability to avoid mistakes in assigning spatial 
relationships to the details, and the total figures, becomes, by extension, a measure 
of the subject’s critical insight into his environment and those sharing it with him. 

If the Perspective Flaw score is the only one of the six Good and Flaw scores 
to be of high calibre, the examiner should check to see if the apparent high quality 
is not in fact due to the absence of any attempt to show Perspective at all, and is 
therefore to be regarded as spurious. 

In none of these comparisons, of course, is any strict dichotomy implied, but the 
Good scores seem largely to emphasize the level of doing, acting, and interacting; 
the Flaw scores, the level of more aloof thinking and analysis. A disparity of one 
classification level between the Good and the Flaw scores in a given item seems to 
have no significance. The greater the disparity beyond this, however, the greater 
the degree of presumed pathoformicity. 

In interpreting Detail, Proportion, and Perspective patterns, the examiner must 
remember that, from a developmental standpoint, initially the child is conscious of 
details only, and a limited number at that. Later on, as he adds to what we may call 
his detail vocabulary, he becomes increasingly aware of first the proportional and 
then the spatial relationships of those details. 

In the H-T-P’s of subjects of limited intelligence, perspective may well be the 
first to undergo qualitative loss under the impact of anxiety, and so on; in those sub- 
jects in whom perspective has been well and long developed (as in many of above 
average intelligence), however, proportion may well be the first to suffer from 
pressure. 

By no means all presentable details or all of their respective size and /or spatial 
relationships, can be scored on the basis of the H-T-P quantitative scoring system. 
Score patterns for Details, Proportion and Perspective must. therefore, be inter- 
preted in the light of what cannot be scored as well as what can be scored. 


as a 


STEP 4: In this step we consider the Good and Flaw scores for House, Tree, 
and Person separately. We view this as an investigation of what may be called the 
areas of sensitivity. 

The House, as a dwelling, seems to arouse a mixture of conscious and uncon- 
scious associations concerning home and interpersonal relationships of the most 
intimate type. For the child it seems to stress adjustment to siblings and parents, 
and especially the mother; and for the adult, adjustment to the domestic situation 
in general, and spouse and children (if any) more specifically. 


4All else being equal the chromatic wholes are usually somewhat larger than the achromatic (in 
fpart, presumably, because the crayon lines are coarser than the pencil). 
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The subject’s Good score for the House is simply a raw score measure of his abil- 
ity to recognize and present the commonly accepted elements which constitute the 
picture of a House, and to organize them into a whole employing acceptable size and 
spatial relationships. Qualitatively it is regarded as an index of the subject’s ability 
to function efficiently under the stresses and strains of intimate human relationships. 
The House Flaw score, the raw score of the subject’s ability to avoid mistakes in 
organizing his details into a House, is generalized into a qualitative measure of his 
ability to analyze critically the problems created by the home situation. 

The Tree, which seems to arouse less Conscious associations than either of the 
other wholes, is regarded as a graphic expression of the subject’s felt experience 
balance. 

The Good score for the Tree is the raw measure of the subject’s ability to recog- 
nize and employ the elements which commonly make up a Tree and organize them 
into an acceptable whole, From a qualitative standpoint it appears to be a measure 
of the subject’s resources for deriving satisfaction in and from his environment in 
general. 

The Flaw score for the Tree is the raw measure of the subject’s avoidance of 
mistakes in developing his concept of a Tree. It is regarded qualitatively as an index 
of the subject’s ability to evaluate critically his relationship to his environment in 
general. 

The drawing of the Person appears to arouse more conscious associations than 
either of the other two wholes. It affords the subject, too, an opportunity to ex- 
press more directly the so-called “body image”’. 

The Good score for the Person is simply the raw measure of the subject’s ability 
to recognize and use the details which commonly represent a human figure and to 
organize them into an acceptable whole. By extension this score appears to be an 
index of the level and degree of the subject’s function in interpersonal relationships 
in general. 

The Person Flaw score, the raw measure of the subject’s skill in avoiding mis- 
takes in producing his Person, seems from a qualitative point of view to be a measure 
of his ability to subject himself and his relationships to people in general to critical 
evaluation. 

If the drawing of the Person has a markedly higher quantitative score than the 
drawings of House and Tree, the examiner should suspect a stereotype. If question- 
ing reveals that the subject has drawn that particular Person many times, the ex- 
aminer will accord less weight to the quantitative scores for that Person® than he 
would otherwise. 

Again no true dichotomy is postulated between the Good and the Flaw scores, 
but the Good score seems to emphasize the level of action in the particular area of 
sensitivity ; the Flaw score, the level of the subject’s ability to appraise that area 
objectively and critically. A disparity of one classification level between the Good 
and the Flaw scores in a given area seems to have little meaning. A disparity greater 
than that, however, has increased pathoformicity in direct relationship to the in- 
creased disparity. 

In comparing the scores for one whole with those of another, one must remem- 
ber that ordinarily the quantitative scores for the Tree are by far the highest, and 
consequently have little meaning.. This means, however, that when the scores for 
the Tree are relatively lower, the pathoformicity is to be regarded as that much 
greater. 

When clinical evidence suggests that the scores for the Tree should be depressed, 
the fact that they remain high appears to indicate that the subject is still able to 
blame almost everything and everyone but himself for his dilemma. There is reason 
to believe that when the scores for the Tree are: (1) the lowest of the scores for the 
wholes; and (2) are well below the subject’s known usual level of function, the prog- 
nosis is least likely to be good. 


5And if time permits, he will ask the subject to draw another Person. 
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The scores for the three wholes will almost never be in the same classification 
level. If the degree of disparity between any two of the wholes is greater than two 
levels, one would suspect that the subject’s function in the ‘‘area of sensitivity” 
with the most depressed score was pathoformic. 


STEP 5: Part one of this final step is a comparison of the quality of the 
quantity of the achromatic material and the chromatic material: this is believed to 
provide prognostic as well as diagnostic information. 

Theory suggests (and the validity of the belief has empirical support) that (1) 
the subject reveals in his achromatic H-T-P those characteristics (behavioral, atti- 
tudinal, emotional, ete.) that he presently employs in meeting and dealing with the 
problems of life; (2) that the characteristics he reveals in his chromatic drawings of 
House, Tree, and Person are likely to be more basic to his personality since (a) they 
are produced after he has drawn these same objects in pencil and has been questioned 
directly and indirectly about them at considerable length (an experience calculated 
to bring into active play all the non-intellective factors in the personality that might 
enhance or impede efficiency of function); and (b) the adult subject, who has inevit- 
ably in our culture become at least somewhat conscious of the esthetic value of form, 
is compelled to make use of crayons (inferior drawing tools with childhood associa- 
tions) and is not permitted to erase. 

If the subject is but mildly maladjusted, his chromatic H-T-P will ordinarily 
differ but little from his achromatic H-T-P from a quantitative and a qualitative 
standpoint (and neither will be more than mildly pathoformic) ; but if he is seriously 
maladjusted, many of the pathoformic characteristics shown in the achromatic will 
be shown—and often exaggerated—in the chromatic. 

It is our belief that the colors of the chromatic series (red, black, green, yellow, 
blue, orange, brown and purple) represent external emotional stimuli to the subject. 
If, then, at a time when he is at least mildly physically fatigued and emotionally 
aroused, he employs color easily and conventionally in producing his House, Tree 
and Person, there seems reason to assume that the integration of his personality is 
strong. 

If, however, he eschews the use of chromatic color, his ability to make warm, 
sharing, personal relationships freely would be subject to doubt. If he uses chrom- 
atic color expansively and unconventionally, one would suspect a pathoformic in- 
ability to exercise control over emotional expression. And if in either of the last two 
instances the use of details and /or the assignment of proportional and /or perspective 
values to the details in the given wholes were of definitely lower quality than in the 
achromatic, the prognosis would presumably be that much poorer. 

The second part of Step 5 depends upon the existence of previous H-T-P proto- 
cols with which the present drawings can be compared. Perhaps the most rewarding 
use of the H-T-P technique is its employment in longitudinal fashion to accumulate 
pure samples of a subject’s behavior at periodic intervals so that progress or regress 
(with or without therapy) may be identified and evaluated. 


SUMMARY 


Appraisal of the quality of the quantity serves to enrich the H-T-P protocol by 
providing (1) for a qualitative extension of the quantitative values and (2) an ob- 
jectification of a portion of the qualitative material making for more accurate com- 
parison of (a) achromatic and chromatic sets and (b) sets in longitudinal relation- 
ship—and all this with but little additional consumption of time. 

The examiner must never assume that any H-T-P sign or constellation of signs 
is necessarily either universal or pathognomonic. The H-T-P can never sample all 
aspects of a total personality, but it can provide the clinician with much diagnostic- 
ally and prognostically worthwhile material in a relatively brief period of time. 





A COMMUNITY PROGRAM OF PSYCHOLOGICAL SERVICES 
JOSEPH E. BREWER* 


Wichita Guidance Center 


INTRODUCTION 


Psychological services available to a community are, to a large extent, depend- 
ent upon the activities of a wide variety of organizations. Among such agencies which 
might participate in psychological services to the individual are schools, courts, wel- 
fare agencies, public health departments, and medical and mental health clinics. 
Although some inter-agency coordination usually exists with regard to psychological 
services, the maximum degree of integration is rarely achieved. To improve this 
situation, some communities have developed a program of psychological services 
designed to foster coordinated efforts on the part of all agencies dealing with indi- 
viduals who could be aided by psychological services. 

To merit the adjective “community”, a program of psychological services must 
be available to all geographic areas and socio-economic levels of the area. It must 
have effective working relations with the other community agencies, institutions and 
professional groups that are concerned with mental health problems. It must have 
community-wide support. Furthermore, a mental health program that is limited to 
clinical practice alone will never meet the broader challenge of helping to develop a 
more mentally healthful community. 

The functions of a community psychological service may be described in terms 
of a series of concentric circles. The central core consists of clinical services to in- 
dividuals and their families. The next circle around this core contains consultative 
services to agencies and individuals regarding specific or general psychological prob- 
lems of clients, staff or program. In a third widening circle are preventive services to 
groups which are not seeking clinical service but who desire assistance in developing 
a better understanding of themselves or those with whom they work, be they pupils, 
employees, patients or clients. In the final circle are those community planning act- 
ivities which attempt to coordinate and promote the activities of all agencies and 
institutions engaged in contributing to the better mental health of the community. 

In addition to this widening circle of service activities, there are two other 
types of activity which may enter into any or all of these services: professional train- 
ing and research. Many localities are now in the process of formulating community 
programs of psychological services designed to meet their particular needs. As an 
aid in such planning, it was felt that the description of a well developed clinic pro- 
gram might illustrate some of the important features of a community service pro- 
gram, and might suggest some of the broader contributions that clinical psychology 
can make to community mental health. 


Wicuira GUIDANCE CENTER 


The Wichita Guidance Center serves a community of 230,000. The occupa- 
tional classifications of the chief bread-winner of the families served in 1949 were; 
unskilled 167, semi-skilled 12°, skilled 42°7, sub-professional 20°, and profess- 
ional 10°%. Parents and relatives constitute the largest single referral source. The 
other important sources in the order of frequency of referral in 1949 are; child placing 
agency, schools, juvenile court, private physicians, county welfare department, 
public health nurses, family casework agency, V. A. and Red Cross. 

The management of the Guidance Center is in the hands of a board of directors 
of local citizens. They are assisted by an advisory board of women who interpret the 
program to the community and secure funds for special projects and new develop- 


*Presented at American Psychological Association Meeting, State College, Pennsylvania, Sep- 
tember, 1950. 
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ments. The Wichita Guidance Center in 1949 received 58°7, of ‘ts total budget 
from the voluntary contributions to the annual Red Feather drive; 7°) came from 
the county tax funds; 4°; from city tax funds; 7% from fees; and 1°; from direct 
donations—a total of 77°; from the immediate community. Of the remaining 23%, 
19°; came from the Kansas State Board of Health and 4°; as a training grant from 
the U. 8S. Public Health Service. The varied financial support and the lay board of 
directors and advisory board provide avenues of communication and cooperation 
with many parts of the Community. 


Staff and Functions. The staff of the Wichita Guidance Center is composed of three 
senior psychologists (one of whom is Director), two junior psychologists, four psy- 
chological interns, two part-time psychiatrists, two psychiatric social workers, two 
remedial teachers, and three office workers. 

The staff members have certain areas of major responsibility but there are 
relatively large areas of activity in which all staff members may participate. The 
senior staff psychologists and the psychiatrists assume responsibility for the great 
majority of cases. Depending on his competence as determined by training and ex- 
perience, the psychologist will make diagnostic studies; consult with or report to 
parents, teachers, physicians, social workers, and others regarding diagnostic find- 
ings; formulate treatment plans and carry out therapeutic programs. In some in- 
stances his responsibility may be entirely supervisory and require no direct contact 
with the client. 

The psychiatrists serve as consultants to all staff members and carry in treat- 
ment those cases requiring their special skills. 

The social workers serve as the intake unit and their primary function is to help 
the clients, parents or referring agencies determine whether they want our services 
and to secure sufficient information to make decisions regarding acceptance or re- 
ferral to some other source for help. As do all members of the staff they have a thera- 
peutic role in a limited number of cases. 


Clinical Services to Individual Clients and Families. In 1949, 552 clients and their 
families were served by the Wichita Guidance Center. In reality, this represents a 
relatively small proportion of the people in the community who need psychological 
services. However, the total effect of the treatment processes goes further than the 
552 individual clients receiving these services. In many instances, principles of 
psychological development and mentally healthful attitudes were engendered in 
teachers, nurses, social workers, and physicians who were contacted in relation to 
these cases. Later contact with such professional personnel demonstrated that fre- 
quently a degree of generalization had occurred, subsequently enabling them to 
handle emotional problems more constructively and to prevent the development of 
additional conflict. 


Some of the most commonly occurring problems met in Wichita as in all com- 
munity psychological programs are: 

(1) Parents who are anxious about a child’s development and management, 
usually a child of pre-school age. The psychologist is called upon to handle the par- 
ent’s anxiety, provide information about normal child behavior and promote a 
greater degree of spontaneity in the parent-child relationship. 

(2) Children who present developmental deviations that require special plan- 
ning or placement. In this category are included children with greatly accelerated 
or retarded mental development, as well as children with specific organic dysfunction 
that has influenced their psychological development or requires special educational 
or social planning. As the emotional problems of parents of children in this group 
are often as disturbing as the specific deviations of the child, the process of inter- 
preting psychological findings to parents generally calls for therapeutic skill. 

(3) Intellectually normal children who have not been able to profit from the 
group procedures of schools, either in learning of particular skills or in adjustment to 
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group life. To correct this situation, the psychologist may utilize remedial pro- 
cedures that deal directly with the school deficiency or he may find it necessary to 
deal with the child’s more basic feelings of inadequacy, resentment or hostility. 

(4) Disturbed parent-child relationships that give rise to fearfulness, over- 
aggressiveness, sibling rivalry, psychosomatic complaints and other behavior dis- 
orders. These problems usually require intensive psychotherapy with the child and 
his parents. 

(5) Problems involving child placement decisions which must be made by 
other agencies. In such instances, the Wichita Guidance Center provides psycho- 
logical study of the child and consultation in regard to placement of the child. 

(6) Adults whose anxiety and concern is focused upon themselves. Careful 
screening is given to such cases and whenever possible the individual is referred to 
the family case work agency or to private psychiatrists. 


Consultation to Agencies and Individuals. Through his knowledge of personality 
dynamics and developmental processes, the psychologist can be helpful to many 
individuals without performing direct diagnosis or treatment. A teacher may wish 
to talk with someone about a class-room situation that is not focused on one child. 
On occasion this becomes in effect a therapeutic experience for the teacher. The 
essential parts of such a consultation would be the defining of the problem, the un- 
covering of the feelings aroused by the situation and the development of a plan of 
action within the teacher’s ability to carry out. In one instance a principal asked if 
the teachers of her school might have a series of staff meetings with a psychologist 
to talk about some of their problems. They presented individual cases and used 
these as the basis for discussion of general problems of meeting the needs of in- 
dividual children. The county welfare department requested consultation for its 
social workers and supervisors to be used for presentation of specific family situations 
for discussion regarding personality dynamics and possible procedures to deal with 
the problems. 


Preventive work through group programs. The ‘Parent Teachers Association in each 
Wichita school sponsors a study group which meets 6 times for an hour and a half on 
consecutive weeks. By request of chairmen of these groups several such series have 
been put on by the members of the Guidance Center staff. Quoting from a report 
on these discussion groups: *‘ The object of the discussion group was not, as the par- 
ents had anticipated, to furnish them with ready answers for their problems, but to 
give them an opportunity to talk about their problems . . . Perhaps the greatest 
benefit gained from each other’s thoughts and feelings was the basis for a better 
understanding of themselves as parents and more tolerance for their children who 
are struggling to mature.” 

Another program of group discussions, being carried out in cooperation with the 
local health department, is for mothers of children who will be entering school for 
the first time. Among the subjects discussed are problems of separation from moth- 
er, submitting to group management, meeting new situations without the immediate 
support of the parent, the need of the child to win recognition for himself through 
achievement, and the meeting of different standards of behavior. The discussion is 
designed to bring out the feelings and attitudes of the mothers toward their children 
starting school. Teachers and school nurses attend and take part in the discussions. 

There are innumerable opportunities to give single talks to a great variety of 
groups in the community about mental health topics. These talks usually are of 
more value in interpreting a particular program than in actually getting across new 
attitudes and information. We need more work on the measurement of attitudes in 
the community toward approved mental health procedures, so that the efforts of 
mental health personnel can be focused on areas needing the greatest emphasis. 


Community planning. The local community planning council is the most effective 
avenue for actual development of plans for meeting the total needs of the commun- 
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ity. Psychological knowledge and skills can contribute not only to solving commun- 
ity mental health problems but also in dealing with broader problems of health and 
social welfare. For example, the Wichita Guidance Center cooperated with the re- 
search staff of the Community Planning Council in a survey of the psychiatric needs 
of the general assistance cases of the Sedgwick County Social Welfare Board. 
Through the health section of the Community Planning Council, plans have been 
made for a community wide survey on attitudes toward mental illness. 

Staff members of the Center have consulted with the Director of the Division 
of Special Education regarding local needs for exceptional children, problems of 
screening children and personnel standards. 

Through the state and local mental hygiene societies, information about mental 
health problems and possible solutions are brought to a large segment of the popula- 
tion. Guidance Center staff members take an active part in these organizations in 
an endeavor to give the broadest interpretation possible to the field of mental health. 


Professional Training. Through an intern training program supported by local and 
Pubhe Health Service funds, clinical psychologists are being prepared to serve in 
the capacities mentioned above. 


Research. Among the projects undertaken at the Wichita Guidance Center are re- 
search projects relating to infant testing, parent discussion groups, study of orphan- 
age population and development of projective materials for children. 

The program of psychological services described here calls for a high degree of 
professional responsibility and a type of teamwork in which competence to provide 
the needed services determines the role of the team members. The psychologist 
independently and in collaboration with other mental health personnel serves as 
diagnostician, therapist, consultant, community educator, teacher and scientist. 





CHANGES IN IMPERSONAL AND PERSONAL MEMORY FOLLOWING 
ELECTRO-CONVULSIVE THERAPY! 
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Veterans Administration, Downey, Illinois 


INTRODUCTION 


Since the introduction of electroshock therapy, a great deal of work has been 
done on the occurrence of memory changes following such treatment. However, re- 
sults in this area have been controversial and frequently contradictory. Many 
writers “>? 1, 13, 14, 15, 18) have obtained findings indicating the presence of memory 
deficiencies following EST. On the other hand, some investigators “*: 17) have been 
unable to demonstrate that such defects occur. In those cases where memory losses 
were observed, the types of losses suffered were not well identified. This may be in 
part due to the nature of the materials used in these investigations. For instance, 
Sherman, Mergener, and Levitin “*? were unable to demonstrate any effect upon 
immediate and recent impersonal memories, while Zubin and Barrera “®), in a series 
of experiments utilizing orthodox learning materials, pointed out that learning and 
retention were affected adversely by EST. 

In other aspects of the same problem (personal vs. impersonal, remote vs. re- 
cent, intellective vs. emotional memory losses), results have been equally inconclus- 
ive. In general, this may be because investigators have been satisfied to deal with 
findings rather than with methods. With this broad thesis in mind, confusion in this 
area may be traced to at least six major sources: 


1. Different personalities may react differentially to electro-convulsive ther- 
apy. The majority of studies published to date have used experimental groups con- 
taining numerous nosological categories and, frequently, several types of convulsive 
treatments. 

2. Time of testing subjects has varied from study to study. Pre-shock tests 
have been administered from one month to\several minutes prior to initial treatment. 
At least a few investigators have tested during the course of shock treatment. Post- 
shock testings have varied from several minutes after final treatment to several 
weeks following the terminal shock. 


3. Often the material utilized in the study is not meaningful to the subject as 
a person. Nonsense syllables and paired associates fall into this category. 


4. The use of an external control group in this area of investigation has been a 
rarity. Possible practice effects and changes due to elapsed time thus are frequently 
not ruled out. 


5. Most investigators have emphasized the quantitative aspects of post-shock 
memory changes rather than the possibly more significant qualitative aspects. 


6. Perhaps most important, the majority of studies have not utilized mater- 
ials which are psychologically important to the subject. In short, the personal mem- 
ories, as opposed to the impersonal memories, have been largely neglected. In per- 
sonal interviews, post-shock patients most frequently express concern over their 
personal memory defects, rather than impersonal defects. 


1Sponsored by the Veterans Administration and published with the approval of the Chief Medical 
Director. The statements and conclusions published by the authors are the result of their own study 
and do not necessarily reflect the opinion or policy of the Veterans Administration. 

2From the Research Laboratory, Veterans Administration Hospital, Downey, Illinois, in coopera- 
ition with the Department ot Psychology, Northwestern University, Evanston, Illinois. The authors 
wish to express their appreciation to Dr. Byron 8S. Cane, Manager, Dr. Antonio Rodriguez, Clinical 
Director, the Nursing Education Department, Dr. Jules Gelperin, Dr. Frank Murrin, and Dr. Melvin 
Simonson. 
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It was the purpose of this study to determine the nature of memory changes in 
post-electroshock paranoid schizophrenic patients, with a view to controlling much 
of the variation due to the sources listed above. Specifically, an attempt was made 
to determine the incidence and character of personal and impersonal, remote and 
recent memory changes. 


PROCEDURE 


The general design of this study was as follows: An experimental group of 12 
subjects (S’s) was tested before and after a series of shock treatments with the same 
battery of tests. An attempt was made to administer the initial test at such a time 
that the S’s were still unaware of their impending treatments. Mean time before 
initial shock treatment was 17 days. However, with individual S’s, time prior to 
initial treatment varied as much as 10 days on both sides of the mean. Post-shock 
test administration occurred at three weeks following terminal treatment, with as 
much as 10 days variation on both sides of the mean. Average total time between 
tests was 13 weeks. A matched control group of 12 S’s, paired individual for individ- 
ual with members of the experimental group, was tested with the same battery of 
tests and retested again after a period of six and a half weeks. 

The experimental group was made up of 12 paranoid schizophrenic patients, 8 
women and 4 men, at the Veterans Administration Hospital, Downey, Illinois. All 
were white patients, ranging in age from 27 to 40 years of age. All received electro- 
convulsive therapy, with the number of treatments ranging from five to 25. Mean 
number of tredtments was 15. Eight of the 12 experimental S’s had never received 
previous EST. Of the remaining four, three had received treatments two years prior, 
and one patient had received treatments one year previous to the EST series with 
which this paper is concerned. 

The control group was also drawn from a white population of nursing trainees 
in residence, ranging in age from 20 to 25. No member of the control group had ever 
received EST or, as far as could-be determined, any type of psychiatric treatment. 
The members of the contro] group were matched, individual for individual, with 
members of the experimental group. The matching criteria were (1) sex and (2) in- 
telligence quotient, as measured by the CVS Abbreviated Intelligence Seale. 

The standardized test battery consisted of three individual tests administered 
in the following order: (1) The CVS Abbreviated Intelligence Seale“ 7» *), (2) the 
Wechsler Memory Scale, Form I@®, and (3) a newly-devised personal memory in- 
ventory, consisting of 40 items—20 remote and 20 recent personal memories. Re- 
mote items consisted of such questions as ‘‘ What is the name of the school where you 
attended first grade?’’, “‘Who gave you your first spanking?’’, “‘ What is the first 
childhood dream you remember?” and ‘‘ Where did you go on your first trip away 
from home?” Characteristic recent personal memory questions were: ‘‘What was 
the name of your last employer?”, “‘ What was your favorite hobby before coming to 
this hospital?” and ‘“‘ Who was the last person with whom you had an argument be- 
fore coming to the hospital?” 

The tests were administered on the wards, where environmental conditions were 
held relatively constant. Actual administration procedure consisted of a brief intro- 
ductory period, followed by the battery as listed. 


RESULTS 

It is possible to analyze the results of this study in each of three areas: mental 
efficiency, as measured by the changes on the CVS scale; retention of impersonal 
memories, as measured by the changes on the Wechsler Memory Scale, Form I; and 
retention of personal memories, as measured by the changes on the personal memory 
inventory. 

On the CVS Abbreviated Intelligence Scale, the experimental group had a mean 
pre-shock IQ of 106.42 and a mean post-shock 1Q of 111.25. The increase, in terms 
of the difference between the means, can be expressed as a t of 3.84, significant at the 
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one percent level of confidence. The mean first test IQ for the control group was 
110.92, and the mean second test 1Q was 112.75, yielding an insignificant ¢ of 1.13. 
Thus, the general mental efficiency of the experimental group, after shock treatment, 
improved significently. Variation in individual I[Q’s occurred in the control group, 
but no definite trend was indicated. Changes in IQ scores for the experimental 
group, however, were almost consistently in the direction of improvement following 
shock. 


TABLE 1, ‘TEST-RETEST COMPARISONS OF EXPERIMENTAL AND CONTROL GROUPS ON EACH OF THE 
SUBTESTS OF THE WECHSLER MEMORY SCALE AND ON THE WECHSLER MEMORY QUOTIENT 


Experimental Group 


Subtest Test M Retest M 


Pers. & Cur. Info. 
Orientation 

Mental Control 
Logical Memory 
Digit Span 

Visual Reproduction 
Associate Learning 


Memory Quotient 


‘ontrol Group 
Pers. & Cur. Info. ‘ 5.67 
Orientation |‘ 5.00 
Mental Control .42 
Logical Memcry 9.83 
Digit Span 12.33 
Visual Reproduction 10.00 
Associate Learning 19.17 9.8: ; > 


Memory Quotient 108.25 2.92 8 <.10 


Test-retest comparisons of the experimental and control groups on the Wechsler 
Memory Scale subtests and on the Memory Quotient are presented in Table 1. Here 
we find that both groups gained appreciably over the periods of testing in ability to 
retain impersonal materials. While the control group gained consistently on all sub- 
tests of the Wechsler Memory Scale, the experimental group showed much more 
variation. Compared with their own pre-shock scores, the experimental group im- 
proved significantly in Orientation and Logical Memory after shock and did sig- 
nificantly less well on Personal and Current Information. 

In dealing with the personal memory data, concerning the time elements in- 
volved, two approaches were utilized. In any case, where the frequencies of personal 
memory changes over the period of therapy were dealt with, the experimental group 
acted as its own control. However, in compensating for the frequency of personal 
memory changes due to the passage of time alone in the experimental group, com- 
parison of experimental with control data was necessary. In this experiment, com- 
parison with the control data was made directly, without compensation for the five- 
week disparity in time, since, as Dietze and Jones“? and Jones“ point out, by far 
the greatest amount of forgetting of meaningful verbal material occurs within the 
first month after learning. ‘‘ Learning” in this case would mean the initial exposure 
to the personal memory questions, although it may be argued that simple exposure 
to material does not constitute a learning situation. 

The personal memory inventory was broken down into two main categories: 
remote and recent memories. Changes in reproduced memories over the periods of 
testing were classified as one of three types: 








DONALD R. STIEPER, MEYER WILLIAMS, AND CARL P. DUNCAN 


1. Major changes, denoting a complete change in the context of an answer. 
2. Minor changes, indicating a partial change in the context of an answer. 


3. Elaborative changes, indicating a more complete or elaborate answer at one 
or the other of the testing sessions. 


Each personal memory inventory was given a code number and the inventories 
were selected randomly from the control and experimental groups for categorizing 
personal memory changes. Each inventory was categorized three times by the ex- 
perimenter, and each of the 960 items which showed change was finally assigned to 
that category in which it had been placed two out of three times. 


TABLE 2. CHANGES ON THE PERSONAL MEMORY INVENTORY OVER THE PERIOD OF TESTING FOR BOTH 
EXPERIMENTAL AND CONTROL GROUPS FOR TOTAL AND FOUR TYPES OF PERSONAL MEMORY 
CHANGES, THE DATA ARE FREQUENCIES 


Type of Change Item Exper. Control 





All Changes Remote 117 63 
Recent 103 53 
Tctal 220 116 
Major Remote 87 34 
Recent 53 26 
Total 140 60 


AAA AAA 


Minor Remote 12 20 
Recent 19 10 
Total 31 30 


VVV 


Elaborative Remote 18 
Recent 18 
Total 36 


AVV 





*Chi squares adjusted with Yates’s correction for continuity. 


Table 2 shows the frequencies of changes for both the experimental and control 
groups over the periods of testing for each of the three types of changes. As can be 
seen, the experimental group showed significantly greater-over-all changes in personal 
memory data. A more complete breakdown of the types of changes indicates that 
the experimental group exhibited significantly more Major personal memory changes 
than did the control group. The frequency of change appeared to be greater in the 
remote memory area than in recent memories. The experimental group also showed 
some differences from the control group in the frequency of their elaborations. » In 
other areas of personal memories, the frequencies of changes were insignificant. 

One other type of occurrence on the personal memory inventory will be consid- 
ered here. This is the frequency with which S’s expressed inability to answer a per- 
sonal memory item. These items were generally responded to in the form of negative 
statements, such as, “I don’t know.” The experimental group answered, “I don’t 
know” to personal memory items significantly more often than did the control 
group. A comparison of the occurrence of such items between the experimental and 
control groups yielded a significant chi square of 24.68. In general, the experimental 
group appeared less able to answer remote personal memory items than recent. The 
chi square for remote material was 15.14; for recent material was 8.68. Both chi 
squares are highly significant. 

On the remote items, the experimental group generally answered “I don’t 
know” when asked prior to shock (significant chi square of 15.84), responding more 
adequately after shock (insignificant chi square of 0.08). On the recent items, the 
experimental group appeared less able to answer following shock (significant chi 
square of 6.98) than they had been prior to shock (insignificant chi square of 0.80). 
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CONCLUSIONS 

The results of this study suggest the following: : 

1. In post-shock patients, after a period of two or three weeks following EST, 
general mental efficiency appeared to be improved somewhat beyond pre-shock level. 
This concurs with the general conclusions of Wittman and Russell“). Character- 
istically, the post-shock patients improved in their ability to verbalize, to abstract 
concepts and ideas, and to deal more adequately with symbolic materials. 

2. Personal memories appeared to be more affected by EST than did imperson- 
al memories. In the present study, the experimental group members, prior to shock, 
were able to retain impersonal materials less well than were the intellectually equiva- 
lent control S’s. After shock treatment, although they showed a tendency to im- 
prove beyond their pre-shock performances and also an increased ability to man- 
ipulate impersonal materials more easily, the experimental group did not approx- 
imate, to any degree, the control group in the retention of impersonal memories. 
However, marked gains were observed in the areas of general personal orientation, 
in space and time, and in logical memory. Further support for this finding comes 
from a study by Dawson “?, who found a significant decline in memory functions 24 
hours after shock, but, two weeks later, retests with the Wechsler Memory Scale 
(alternate form) indicated that most patients had attained or improved beyond their 
pre-shock performance level. 

The general finding that personal memories are affected by EST is corroborated 
by the findings of Janis“ and other investigators. However, Janis states that 
amnesia for certain personal data was found in all 19 of his experimental S’s while 
such defects in his control group were negligible. This finding does not parallel 
strictly that of the present study. The suggestion here would be that amnesia for 
personal memories is more apparent in those patients who have been less therapeutic- 


ally benefited by EST. Comparison with psychiatric notations and hospital dis- 
charges seems to indicate roughly that those patients who make a better post-shock 
adjustment suffer less from amnesia for personal data. These findings are far from 
conclusive, and the suggestion is here made that further research in this area might 
be profitable. 


3. Pre-shock patients exhibited more personal memory disturbances in the 
area of remote memories; post-shock patients in the area of recent memories. Fol- 
lowing shock, the experimental group appeared more able to handle remote personal 
memory material. While the experimental S’s seemed to verbalize more adequately 
about early childhood memories following shock, observable blocking appeared when 
they attempted to respond to questions involving more recent personal occurrences. 
This would seem partially to contradict the statement made by Holland®, who 
suggested that EST may be therapeutically effective because it facilitates the re- 
pression of more remote traumatic memories. 


Some of the memory changes which were observed may be dealt with more 
descriptively in terms of specific items on the personal memory inventory. Both 
normal and psychotic groups, particularly on retesting, found it difficult to recall 
their first childhood memory, the name of their first-grade teacher, and their favorite 
childhood food. In particular, the experimental group had difficulty in recalling 
their first childhood playmate, their first childhood dream, the food they disliked 
most as a child, the teacher they disliked most, and the circumstances of their first 
adolescent date. Over half of the shock group could not decide where they went on 
their first trip away from home. 

On recent personal memory items, the normal group performed consistently 
well. The shock group, however, showed more changes in this area and a slight trend 
toward less adequacy of response following treatment. Items which appeared to be 
most affected ‘were those involving their pre-hospitalization personal adjustments: 
jobs held previous to entering the hospital and recent physical illnesses. 
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AN INVESTIGATION OF COLOR SHOCK IN THE RORSCHACH TEST! 
BILL T. MEYER 


Fergus Falls State Hospital, Minnesota 


INTRODUCTION 


The relation of color to affectivity has long been accepted as a fact, although 
little scientific experimentation has accumulated on the subject. Rorschach “? was 
convinced from empirical evidence that there was a close relationship between color 
perception and affectivity, and through a process of elimination selected several color 
blots for his test. The reactions to these color blots, he decided, were due to ‘‘emo- 
tional and associative stupor... When color plate VIII appears, S’s suddenly be- 
come helpless... and react with astonishment or vexation’’.(6, p. 35). Indications 
are scant production, fantastic interpretations, ete. Rorschach thought that the 
presence of these indices ‘‘reaffirms the internal relationship which must exist be- 
tween color perception and dynamics of affectivity’’. (6, p. 35). 

Accepting Rorschach’s conclusions, the early Rorschach workers spread and 
enlarged upon the doctrine of color shock with no attempt at validation. The first 
doubts were cast upon color shock by Brosin and Fromm“, whose study indicated 
that color shock was found in color blind subjects. Although the implications of this 
finding were not grasped immediately, they resulted in a series of experimental 
studies which have indicated that serious doubt is cast upon the validity of color 
shock as the major sign of psychoneurosis, and upon the hypothesis that color shock 
is due to the deteriorating or traumatic effect of color upon the neurotic. However, 
due to the weaknesses in the various studies which make the evidence inconclusive, 
it was decided to submit the hypothesis to a more rigorous test by improving the 
experimental design. It was hoped that this would be accomplished by (1) giving 
the individual Rorschach, (2) having a control group instead of giving test-retest, 
and (3) analyzing the data on both an individual and group basis. 

The following hypothesis was then set up: Color shock, as determined by the 
indices listed below, is not due to the presence of color in the Rorschach test. Indices 
of color shock investigated in this study are: 


\. Time delay on initial response. 


B. Exclamations of newly aroused emotions. 


C. Comment by subject indicative of anxiety, tension, or stress. 
D. Decline in number of responses: ratio of responses to cards VIII, IX, X 
over cards I through VII is less than 40 per cent. 
Decline in form quality. (F— increases) 
Rejection of card. 
Sequence is upset. 
Absence of Popular. 
Z decreases noticeably. 
J. M shifts to autistic (i.e. M—, M in Dd, M in Ha). 
K. Anatomy responses are primary. 
L. A per cent rises appreciably. 
The purpose of this investigation may be summarized as follows: 
(1) to investigate one major clinical sign in the Rorschach, viz. color shock; (2) to 


determine whether color shock is due primarily to the effect of color. 


1The author wishes to acknowledge the help of Dr. J. H. Elder and Mr. Leonard I. Schneider 
under whose guidance this study was done. This paper is based on a thesis presented to the Graduate 
School of the State College of Washington. 
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PROCEDURE 


Photographic reproductions of the Rorschach cards were made so that the only 
difference would be absence of color. All other qualities were held approximately 
constant (i.e. intensity, weight and size, ete.).2 In order to secure a reasonably 
homogeneous group, all subjects were members of an introductory psychology class. 
Both the control and the experimental group consisted of 30 subjects each, equated 
as to age and sex. The use of a clinically normal group is justified by Beck ®, and 
Klopfer and Kelley “’, who say that the shock reaction can be found in normals. 
Color defectives and those who had previously taken the Rorschach test were 
eliminated. 

The procedure followed for administering and scoring the test was that recom- 
mended by Beck, and the protocols were analyzed with reference to the previously 
mentioned indices of color shock. 

The data resulting from this analysis were classified as color shock or no color 
shock on a criterion of two or more indices in a record equaling color shock. This is 
upheld by Beck who says, “‘in neurotic shock . . . two or more signs usually appear, 
though in a few instances, it may be limited to a single, but very acute, manifesta- 
tion.”’ (2, p. 39) For the group statistics, the frequency of each index was tallied for 
the control and the experimental group, and the totals tested for degree of signifi- 
cance of difference. 

Four objections that have been raised to previous investigations were met in 
the following manner: (1) By using only the negative aspects of color shock, positive 
and negative signs cannot cancel out each other; (2) by giving the regular Rorschach 
to the control group, and the achromatic Rorschach to the experimental group, the 
results are not distorted by practice effects mentioned by other investigators; (3) by 
using individual statistics (i.e. one protocol with two indices equals one color shock), 
lumping of signs is avoided and another factor evaluated; (4) by using the individual 
Rorschach method, three more indices of color shock can be obtained (time delay, 
behavioral manifestations, extraneous comments). It was hoped that by this treat- 
ment, more conclusive evidence could be presented concerning the nature of color 
shock. 


RESULTS 


The protocols were analyzed to determine the presence or absence of each of the 
twelve indices of color shock on an individual and: group basis, and according to sex. 
Each protocol was classified as color shock or no color shock according to the criterion 
previously mentioned. These results are presented in Tables 1 and 2. 

In both groups only two protocols showed no indices of color shock. With the 
criterion of two or more indices as an indication of neurotic color shock, the control 
group shows 25 cases of color shock, and the experimental group shows 24 cases. 
N in each group was 30. 

The largest differences in the data were tested with Student’s ¢ for significance 
of proportions. The level of significance for the proportion of total incidence of in- 
dices of color shock for control and experimental groups (Table 1) was well over the 
20 per cent level. 


DISCUSSION 


A study of the results showed that in all indices of color shock, except one, the 
differences are so small that the two groups may be considered equal. (Table 1) The 
one exception was index C, which is comment indicative of anxiety. By chance alone, 
one of twelve indices (8 per cent) could be expected to show a difference. It was de- 
cided that the differences are so slight that a statistical analysis was unnecessary. 
There were no significant sex differences. 


Complete photographic details may be obtained from the author. 
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On an individual basis, results indicate that eighty-three per cent of the control 
group and eighty per cent of the experimental group show neurotic color shock 
(Table 2), indicating again that the two groups are equal. From these results it may 
be assumed that the null hypothesis is upheld—that color shock is not due to the 
presence of color in the Rorschach test. The results show an essential agreement 
with those obtained by previous investigators © 7), 


TABLE 1. FREQUENCY OF EACH INDEX OF CoLoR SHOCK IN CONTROL AND EXPERIMENTAL GROUPS 
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*Indices of color shock are: 

A. Time Delay G. Sequence is upset 

B. Exclamation and behavior H. Decrease or delay in P 

C. Comment . Z noticeably decreases 

DD. Decline in no. of responses J. M shifts to autistic 

Kk. Decline in quality .. Anatomy responses are primary 
F. Rejection of Card “ “L. AQ rise appreciably. 


TABLE 2. INCIDENCE oF “CoLorR SHOCK”’ IN THE CONTROL AND EXPERIMENTAL GROUPS 


Number of Indices Per Protocol 


Control Group 
Experimental 
Group 


SUMMARY AND CONCLUSIONS 


Control and experimental groups, composed of 15 male and 15 female college 
students each, participated in the study, with the control group taking the regular 
Rorschach and the experimental group taking the achromatic Rorschach. By anal- 
ysis of the protocols it was possible to show that there were no significant dif- 
ferences as regards color shock between the control and experimental groups. 
Kighty-three per cent of the control group and eighty per cent of the experimental 
group show neurotic color shock. The results support previous studies and affirm 
the null hypothesis that color shock on the Rorschach test is not due to the presence 
of color. It is possible to state the following tentative conclusions: 


1. It appears that color shock is due to some factor other than the presence of 
color. 

2. Color shock appears to a significant degree in the large majority of sup- 
posedly normal college students of an introductory psychology course. 
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These conclusions, and those of similar studies point out the danger of using a clin- 
ical sign without testing its validity. A re-evaluation of the usefulness of color shock 
as a major sign of neuroticism is called for, since the present basis for its diagnostic 
value is probably erroneous. The sign called shading shock should also be investi- 
gated since the indices are practically identical to those of color shock. 

An area for future study is suggested by two possible assumptions from the data 
in this investigation: (a) neuroticism, as indicated by the sign color shock, is present 
in the majority of students in an introductory psychology course, or (b) if these 
students are normal, color shock is a doubtful indicator of neuroticism. Even though 
these data suggest that color shock is not due to the presence of color, it does not fol- 
low that those indices are not reflecting the presence of neuroticism. An investiga- 
tion of this factor should prove worthwhile. 
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A SIMPLIFIED PSYCHODRAMATIC APPROACH IN GROUP THERAPY* 
R. 0. BORING AND H. L, DEABLER 


Veterans Administration Hospital 
Gulfport, Miss. 


A simplified form of psychodrama has been sought in which few if any of the 
therapeutic gains achieved by Moreno, originator of psychodrama, have been sacri- 
ficed. Moreno’s elaborate method “? requires considerable space, equipment and 
personnel which makes it a ‘‘luxury therapy” few hospitals can afford. We have 
sought to develop a method less elaborate and costly, yet retaining the dynamic 
values of traditional psychodrama. A description of such a simplified form is here- 
with presented. 


SPACE AND EQuIPM ENT 


Space is at a premium in most hospitals. Simplified psychodrama does not re- 
quire an auditorium or large room. A ward day room or a medium sized room large 
enough for a group of 12 to 16 people and a small stage is sufficient to meet space 
requirements. 

Simplified psychodrama can function without a stage as a focal point of action. 
Yet, a stage is desirable. At the present time, our stage consists merely of a seven 
foot square platform seven inches in height which is constructed in four sections to 
facilitate moving when necessary. 

Stage properties are a small table and two straight back chairs, a third chair be- 
ing available if more than two persons are to be on the stage at a time. Chairs for 
patients in the group and personnel involved are also needed. ; 


PERSONNEL 

Besides the director-therapist, two persons are needed to play auxiliary roles, 
one to play male and the other female roles. Occasionally auxiliary roles may be 
played by patients themselves. Role players are usually recruited from other ser- 
vices within the installation. A suitable female role player is of primary concern, 
for she is called upon to play important mother, wife, sweetheart, or sister roles. Be- 
cause female roles are varied, we have found it desirable to have two female role 
players—one for older mother roles and one for younger sweetheart, wife or sister 
roles. The male auxiliary person is needed for playing roles of father, brother, em- 
ployer, etc. Male roles may be taken by the director, by the attending psychiatrist, 
by psychology trainees, or others. An important characteristic of a good auxiliary 
role player is his or her ability to relinquish some personal spontaneity in order that 
he or she may respond more adequately to significant and potent psychological leads 
given by the patient. Auxiliary role players must be flexible in assuming and playing 
out varied roles assigned. We have found that not every person, even though inter- 
ested, can be used as a role player since rigidity, self-consciousness, inability to con- 
ceive and enter into the role, etc., hamper effectiveness. 


METHOD AND PROCEDURE 


The Situations: Therapeutic gain in simplified psychodrama is largely depend- 
ent upon the type and number of appropriate life-like situations in which the patient 
has opportunity to participate. The securing of adequate and appropriate situations 
for the individual patient is one of the director’s severest tasks. This task, we have 


*Reviewed in the Veterans Administration and published with the approval of the Chief Medical 
Director. The statements and conclusions published by the authors are the result of their own study 
and do not necessarily reflect the opinion or policy of the Veterans Administration. 
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found, can be made easier by the utilization of basic situations. These are structured 
general situations covering common, salient phases of life experience. They are pre- 
paratory for the individualized roles which are developed later and which are taken 
directly from or related to the personal life history of the individual. Basic situations 
open specific areas of conflict, from which the therapist may then move with greater 
sase in structuring the appropriate and adequate roles for the individual in terms of 
his own unique life situation. We have de. eloped situations around the following 
basic areas, an illustrative example of ea¢h being given: 


1. MOTHER-SON (Small boy) 

Son Role: You are a small boy, age 10. Today is Saturday, and a big circus is in town. For 
days you and another boy have been planning on see ing the parade and then the big show in the 
afternoon. It is now breakf: st time, and your mother is saying to you, ‘‘Hurry up, Sonny, we’ve 
got to gev started early.’ 

Mother Role: For sometime now you've been planning on taking your small son, age 10, to see 
Professor Longhair about giving him singing lessons. Professor Longhair lives in anothe r city 
and you have planned on an all day trip. It is Saturday morning and the scene opens at break- 
fast time with you saying, “Hurry up, Sonny, we’ve got to get started early.” 


2. FATHER-SON (Small boy) 
Son Role: You are a small boy, age\10. You have saved enough money to buy an air-rifle. You 
are counting your money one day in the presence of your father. 
Father Role: One day you find your small son, age 10, counting some money. Question how he 
came by this money and oppose any plan he has for spending it. 


FATHER-MOTHER-SON (Small boy) 

Son Role: Your father and mother are going on vacation trips, one is going in July and the 
other in August. This is because both work and can’t get time off at the same time. You can go 
with whichever one you choose. You have to decide. They are discussing the matter one night 
in your presence. 

Father and Mother Roles: You are the father and mother of a small boy. You are planning on 
going on vacation but you both work and can’t get off at the same time so you are going separate- 
ly. One evening you are discussing the matter in the presence of your small son. Financial 
reasons make it necessary for Son to go on vacation with only one parent. Make no inducement 
to get Son to go with either of you. Just state the facts and let him choose. 


SIBLINGS (Two brothers) 

First Brother Role: You have learned through your mother that your father has two tickets to 
the season’s outstanding football game. You know that it is either you or your brother who 
will go with your father to the football game because your mother does not care for sports and 
one of you boys will have to stay home to do the evening chores. 

Second Brother Role: Same as above. 


BOY-GIRL (Adolescent) 

Boy-Role: You are about 17 years old and are sitting on the steps of the school porch one day. 

A new girl comes out. You don’t know her name or anything about her except that you feel she 

is the most beautiful thing you've ever seen. 

Girl Role: You are a school girl, and have just recently transferred to a new school. You are 

anxious to make friends but play hard to get. If a boy asks you for a date, give him one if he asks 
adequately. +f 


MOTHER-SON (Adult) 

Son Role: The company for which you have been working has offered you a new job which 
means a promotion and a raise in salary of $50.00 more per month. But this new job is in a town 
20 miles from where you have been living with your mother who is a widow. You have decided 
to take the job but to. go there without your mother. You are going to tell her now of your plans. 
Mother Role: You are a widow, and your only son means everything to you. Use every argu- 
ment down to tears and “‘you don’t love me”’ to get him to let you go along with him to his new 
Job. 


FATHER-SON (Adult) 

Son Role: You have been unable to settle down since you were discharged from service. You 
feel like going West or re-enlisting in service. You are discussing the matter with your father. 
Father Role: Seek to alter your son’s plans. Make an inducement, such as coming in as your 
partner in business. Go so far as to be willing to set him up in a business of his own. If nothing is 
effective, siate that you think he should see a psychiatrist. 
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8. FATHER-MOTHER-SON (Adult) 


Son Role: You have a problem that is bothering you. Father and mother are both present, but 
you call on one of them only, and ask them to take a little walk with you so that you may be 
alone to talk. 


Father, Mother Role: As the chosen parent, follow son’s lead and respond as the situation de- 
velops. 


HUSBAND-WIFE (Cold Supper) 

Husband Role: You've been working hard all day, and now you have just arrived home hungry 
and anticipating a good hot supper. When you enter your wife says sweetly, “Darling, guess 
what?” 

Wife Role: Youentertained at bridge this afternoon and have not had time to get your husband 
a hot supper. Inform him of same and suggest going out for supper. If he refuses, tell him to get 
his own out of the ice box. If he agrees to go out, plan for a dance afterwards. 

NEIGHBORS 

Ist Neighbor: You love flowers and raise them tor the sake of beauty. You have flowers every- 
where. Today you set out two dozen rare tulip bulbs which were imported from Holland and cost 
you$1.00each. Just a few minutes ago, you looked out and saw your neighbor’s chickens scratch- 
ing them up. You’ve just hurled a rock at them and killed one. 

2nd Neighbor: You raise chickens to exhibit at the State Fair. You have several blue ribbon 
winners. You have just heard a commotion outside, and when you go out, you find that your 
chickens have gotten out and that your neighbor has killed a prize cockerel valued very highly 
by you. 

EMPLOYMENT PROBLEMS (Fellow Workers) 

Job Seeker Role: Youare applying for a job. Choose whatever you want it to be, and try to sell 
yourself to the employment interview man. 

Personnel Man Role: Youare an employment interviewer for a large corporation, and you have 
never hired the wrong man for the job yet. Reject or accept the man who is coming in to see you. 


CHILDHOOD SEX ATTITUDES AND EXPERIENCES 
1st Boy Role: You and another little boy are out playing together one day. The other little 


boy is older than you. A hen runs by, being chased by a rooster. As a little boy would, you are 
angry at the rooster for being mean to the hen. 


2nd Boy Role: You and another little boy, smaller than you, are out playing together one day. 
A rooster runs by chasing a hen. You know what it is all about, but the other little boy doesn’t. 


The above samples are not set forth as fixed and unalterable. They are structur- 
ed as basic situations which touch upon life problems more or less common to all 
patients. They may be altered to meet the therapist’s own orientation in dynamics. 
These basic situations allow the patient to be introduced to and to participate in 
more or less general roles which also prepare him for participation later in more 
personally structured ones related to his own conflict areas. 

Giving and Taking Roles. Each member of the group is given a role in one or 
more of the basic situations. The taking of roles is alternated as much as possible 
but not rigidly so. At times the entire Psychodrama period may be given to a single 
patient’s playing of two or more of the basic situations or, later, of the more person- 
ally structured situations. The procedure for giving a role requires the stating of the 
role without the second or other participants being present, i.e. the other partic- 
ipant(s) being retired from the scene. Having received his role, the player, in turn, 
retires from the group while the other participant(s) re-enter(s) for role assignment. 
This giving of roles separately lends an atmosphere of privacy to the individual’s 
role and prevents easy anticipation or foreplanning for handling the role. Each of 
the twelve basic categories should contain as many variations as possible. This en- 
ables the director to give a new but contextually similar situation to other patients 
of the group who will be called upon for role playing at a later time, thus reducing 
superficial imitation. 

For successful handling of a role, the patient enters into the role and becomes 
spontaneous in reacting to the given situation. The “key words” for the securing of 
desired spontaneity is the constantly reiterated statement, ‘Say what you feel, not 
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what you think.’’ There may be, during the early sessions of the group, individuals 
who attempt to intellectualize as to the “illogic” of this request, but such persons 
usually soon accept it for the meaning implied. This basic instruction in psycho- 
drama never loses its value. It should be frequently repeated. Many bogged-down 
scenes may be rescued by the director’s intervention of ‘Say what you feel, not what 
you think.” 


Recording: Recording of psychodrama sessions is not an absolutely necessary 
procedure. Recording equipment is expensive, and certain disadvantages of record- 
ing may occur. The use of a play-back recorder, however, adds to psychodrama a 
feature that outweighs any of its disadvantages. The record of the situation enacted, 
when played back to the group, presents a “mirror” reflection of every word and 
vocalized sound made by the role players. It makes use of a technique employed in 
client-centered therapy “?. The role player in the situation does not always retain a 
memory of the significant spontaneous verbalizations he has made; he loses much of 
the scene as he plays it, and without a play-back of it, he retains only a general im- 
pression of the situation as a whole. In the play-back, he is brought face to face with 
himself in a dynamic life-like situation, and often for the first time, he sees himself 
more nearly as he is seen by others. The play-back also lends itself for a more ade- 
quate discussion, for recordings may be played over as many times as needed to 
bring out an accurate account of the scene. Our experience has also shown that re- 
cording is usually more of a stimulus than an inhibitor as far as effect on individual 
performance is concerned. 

The use of a plastic dise type of recorder enables a file record to be easily main- 
tained, the thin plastic discs fitting conveniently into a filing folder. Keeping a file 
makes possible a more accurate evaluation of the patient’s personality structure and 
progress, for records of each patient may later be played back in chronological order, 
thus permitting observation of growth and changes in attitudes and behavior and 
also giving leads for development of further roles. 


The Discussion: Group discussion follows the record play-back. It is often dur- 
ing this period that the role player comes to feel he has earned and achieved active 
membership in the group by virtue of his participation and realizes that he too can 
give and take and share his life experiences with others. It is his acceptance by the 
group that spurs him further toward achievement of ‘“‘adequate” spontaneity and 
expression of his true self. 

The discussion is initiated and stimulated by the director of the group, or by 
the attending psychiatrist, who seeks to secure as much group expression as possible. 
The question of degree of interpretation is one which causes much difference of opin- 
ion. It is sufficient to.state here that simply worded interpretations are usually of 
gainful value, but overly elaborate and highly analytical interpretations often add 
only confusion and may possibly be traumatizing. It has been our experience that 
notewarthy gains are made when group members are permitted opportunity to freely 
discuss and to work through their own interpretations of material presented. The 
therapist, in such cases, acts more as a moderator and clarifier of opinions expressed. 
Psychodrama is functioning well when each member becomes active, not only in 
role playing but in discussion periods as well. 


Progress Reports: Periodic reports on patients in psychodrama are written by 
the director-therapist and submitted to case doctors, ward physicians, chiefs of 
treatment service, and for inclusion in case folders. When it appears that a given 
patient has successfully worked through his basic conflicts, has achieved adequacy 
in handling himself, and appears to be ready to return to the community, he is re- 
commended to the Chief of the Treatment Service for consideration for discharge. 
If he has achieved maximum benefits from psychodrama and is still in need of further 
treatment, recommendation is made for reassignment to other forms of therapy. 





A SIMPLIFIED PSYCHODRAMATIC APPROACH IN GROUP THERAPY 


THERAPEUTIC VALUES 

Simplified psychodrama gives an opportunity for neuropsychiatric patients to 
share their private world with others. Many patients have disorders that have their 
origin in disturbed social relationships to which they have reacted by retreating into 
a world of their own. Participation in psychodrama enables them to find their way 
back into normal social relationships again, to lift the “iron curtain” that had been 
shutting them off from their fellows, to experience group membership and a sense of 
belonging once again. In psychodrama, they come to know that they can express 
themselves and be themselves without fear of social rejection or reprimand. 

Psychodrama gives an opportunity for patients to work through unresolved 
problems and conflicts. Psychodramatic situations are structured in such a way that 
patients may re-encounter their conflict situations anew, this time with the aid of 
group resources which may lead to successful insight and resolution. In many cases 
definite catharsis and abreaction is achieved with noticeable therapeutic release of 
tensions, emotions, defense mechanisms, ete. 

Psychodrama presents a unique learning opportunity. Patients are not only 
given suggested solutions to their life problems by members of the group in discussion 
periods, but opportunity is available in psychodrama to actually try out such solu- 
tions in role playing, thus making possible the acquisition of appropriate, suitable 
adjustment patterns. Patients are frequently observed to shift from levels of inad- 
equacy to adequacy, from infantilism to maturity as they progressively participate. 

Psychodrama brings an awareness of the commonalty of problems and life sit- 
uations. Patients see that their problems are not unique with themselves, that oth- 
ers in the group have encountered similar difficulties and have made similar mis- 
takes. They come to see that they are not as different from others as they had pre- 
viously thought. This leads them to greater self-acceptance, to regaining of con- 
fidence, and to more positive interpersonal relationships with others. 


Psychodrama is a bridge between hospital and outside world adjustment. In 
psychodrama, patients encounter similar situations that they may face when dis- 
charged. Such situations as seeking a job, interviewing a prospective employer, en- 
countering unenlightened attitudes of the public towards mental illness and hospital- 
ization, etc., are presented in psychodrama. Patients are allowed to think through 
and live through many of these and other problem situations, thus helping them to 
prepare themselves in advance for more successful post-hospital adjustment. 


SUMMARY 


A simplified form of psychodrama has been presented with discussion of prob- 
lems related to space and equipment, personnel, formulation of psychodramatic 
situations, assigning of roles, recording, and follow-up discussion periods. Statement 
was made of significant psychotherapeutic values gained from employing this simpli- 
fied form of psychodrama in group therapy work in a neuropsychiatric hospital. 
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A TECHNIQUE FOR DEALING WITH HOSTILITY IN ACTIVITY 
THERAPY 
DONALD W. MEALS AND JOHN SUMMERSKILL 


University of Pennsylvania 


PROBLEM 


In most therapeutic situations the problem of dealing with the patient’s hostility 
is of considerable importance. Therapists representing diverse points of view have 
in common a recognition of hostile feelings and behavior as significant factors in the 
treatment process. It is maintained by some that the expression of hostility is thera- 
peutically necessary “? and that it should be encouraged @?. 

The writers have been recently confronted with the problem of dealing with 
extreme hostility displayed by boys in a group therapy situation. Five boys, aged 9 
to 12, all of normal intelligence, met weekly with the writers for 90 minutes of act- 
ivity therapy. The boys had been referred to the Children’s Neuropsychiatric Clinic 
of a large general hospital for a variety of reasons. One child was a passive, effem- 
inate boy; another, although apparently passive, had been referred for stealing. The 
others had shown various forms of aggressiveness and were classified as behavior 
problems. Each of the children was placed in the group on the basis of psychiatric 
evaluation and the results of extensive psychological testing. 

Certain aspects of the expression of hostility on the part of this group seemed 
to the writers to require special consideration. As Slavson has observed in similar 
circumstances °?, the children in the group showed a marked increase in hostile be- 
havior during the early sessions. Destructive tendencies were observable in several 
ways. Furniture was broken; there were individual attacks on the therapists and 
there was vicious fighting between group members. As this behavior increased in 
intensity the therapists felt that the more passive boys were being seriously traum- 
atized, and restrictions seemed necessary to enable these boys to maintain their 
membership in the group without further emotional or physical damage. The prob- 
lem was, of course, complicated by the therapists’ awareness of the possible detri- 
mental effects of imposing restrictions. There was reason to believe that most of 
the children faced threatening restraints outside the group and that regulation of 
activity within the group would merely intensify the boys’ difficulties in handling 
their hostility and consequent guilt. 

The immediate problem, then, was to divert rather than restrict overt expression 
of hostile impulses. To retain the therapeutic benefits of such expression it seemed 
desirable to provide stimuli possessing a maximum degree of personal relevance for 
the boys and to set up a situation in which aggressive behavior could be accepted 
by the group and thus accompanied by a minimum of guilt. To these ends the ther- 
apists developed the technique discussed below. 


METHOD 


Essential to the technique is an apparatus to hold paper targets to be broken 
by bean bags. This apparatus consists of a 36 by 54 inch sheet of quarter-inch ply- 
wood fastened to a wooden frame of the same size. (Fig. 1). The plywood sheet is 
supported by a rectangular hinged brace. This brace fits into a base which is also 
hinged. The brace, when set up, supports the sheet of plywood at approximately a 
45 degree angle. In the plywood a centered square hole 8 by 8 inches has been cut 12 
inches from the bottom. The apparatus folds into a flat arrangement with the base 
and brace both against the plywood. It can be made ready for use quickly by lock- 
ing the brace into the base with the surface containing the aperture facing the child 
and the top inclined away from him. Thus the child faces a target at which he can 
toss small bean bags made available to him. It was found that the 8 by 8 inch aper- 
ture provides a reasonable target for the group if they toss the bean bags from ap- 
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proximately 15 feet. Over this opening, pictures are fastened by scotch tape, making 
it possible for bean bags tossed at the target to strike the picture and destroy it. 

As the boys entered the room on the first occasion that the apparatus was used 
they were greeted by the therapists, who were throwing at targets. A drawing of a 
man and one of a woman had been set up on two target boards. There was immed- 
iate interest on the part of the boys and as the targets were destroyed they énthusi- 
astically turned to the therapists for prepared targets or materials for making others. 


APPARATUS IN USE IN Group THERAPY. 


CLINICAL OBSERVATIONS 

Some examples of the behavior of children in the use of this technique follow. 
They illustrate the manner in which children’s hostility towards diverse threats was 
elicited towards symbolic representations of these threats, thereby eliminating much 
of the trauma previously experienced by less aggressive members of the group. It 
was subsequently discovered that both in group and individual therapy the tech- 
nique afforded valuable opportunities for the therapist to recognize, accept, and re- 
flect feelings and problems which came to light as the child was permitted to act out 
his hostility without the restrictions ordinarily present in a face-to-face expression 
of these impulses. 


1. Prior to the session at which the apparatus was introduced the local papers 
had carried sensational stories about a mysterious individual who had shot a 
number of persons. ‘‘The Sniper,” as he had been called, was unidentified and 
still at large. Although this was generally regarded as a threatening situation, 
it had not been discussed by the boys until one of them drew a picture which he 
labeled ‘“‘The Sniper.”’ After this picture had been destroyed other members of 
the group drew and destroyed similar pictures. 

2. Ata later session a vigorous argument developed between two boys over the 
distribution of bean bags. After threats, pushing, and a brief tussle the boys 
continued throwing with apparent dissatisfaction. For their next target each 
boy drew a picture which he identified as the other. 


3. On another occasion a child who had experienced difficulties at school drew 
an elaborate picture-target consisting of a star and:a sphere which was said to 
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be the earth. On this sphere he placed a small dot. He announced that he 
wanted to hit this dot because it was his school. In the sessions which followed, 
this child drew other targets representing his school more directly. Parallel to 
this trend he showed a greater willingness to talk about his school problems and 
began to state that he did not like his teacher. At length he drew a picture of his 
teacher and destroyed it with such feeling that others in the group remarked, 
“He’s crazy.”’ In the process of destroying his teacher-target this child broke 
several bean bags and commented as he scraped the beans aside, ‘“‘?m making a 
path through the blood.” 


4. During the early group sessions it became necessary to remove one boy 
(J. P.) whose extreme aggressiveness and exceptional physical strength pre- 
vented a satisfactory group balance. At the next session his absence was not 
mentioned until a therapist asked one of the more passive boys about his target. 
This boy replied, “It’s J. P., that guy that always wants to fight.”” As he des- 
troyed the target he remarked, ‘‘I got that skunk.” 


5. This technique has also been found useful in individual therapy, particularly 
when eonsiderable resistance on the part of a child makes therapy at a verbal 
level difficult. The behavior of the boy J. P., who, as previously noted, was 
withdrawn from the group, will serve to illustrate this usage. In individual 
therapy J. P. was introduced to the apparatus described above but would not 
draw human-figure targets. He wanted to compete with the therapist (who had 
worked with the group) and threw at ringed targets with great force. He criti- 
cized the (male) therapist’s human-figure targets and said that they reminded 
him of the way his mother drew. At subsequent sessions, he asked to play with 
his game and eventually began to copy, then originate male-figure targets— 
never mentioning any woman during the therapy sessions. Then at one session 
he drew figures labeled “‘mad-man,” “mad-boy,” (‘mad because he killed a 
woman who hurted him”) and “mad-woman”’ about whom he said, ‘‘She looks 
like a tough woman; let’s see if we can knock her down with bullets.”” The ther- 
apist, cognizant of J. P.’s dependence upon his mother (a woman with personal- 
ity disturbances of psychotic proportions according to available test data), made 
use of this and similar opportunities to accept and reflect the feelings of hostility 
and insecurity expressed and to reassure J. P. with regard to the legitimacy of 
such feelings. As .therapy progressed J. P. became less hostile during the 
therapy sessions and as he became able to discuss his feelings with the therapist 
he lost interest in his game. It is felt that the technique developed in the group 
situation played a significant role in achieving this relationship in individual 
therapy. 


SUMMARY 


Confronted with the problem of dealing with the extreme hostility of 5 boys in 
a group therapy situation the writers developed the technique described above. 
This procedure represents an effort to divert dangerously hostile behavior from the 
group members to destructible objects possessing maximum personal relevance for 
the boys. Behavioral observations reported above suggest that the technique is 
useful in dealing practically and therapeutically with the hostile behavior of boys in 
individual and group activity therapy. 
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ROLE OF INTELLIGENCE IN CHANGES WITHIN THE SZONDI 
TEST PROFILES* 
ROBERT F, CAHILL 


Unive rsity of Florida 


PROBLEM 


The purpose of this study is to determine the role played, if any, by intelligence 
in changes within Szondi test profiles. Although changes are presumably due to 
dynamic personality factors, recent experimentation °? has suggested that intel- 
lectual differences might well be influential in the amount of profile change. Deri’s 
discussion of the greater complexity of Szondi test patterns for highly intelligent 
people implies that people of higher intelligence will tend to give Szondi test profiles 
with greater amounts of change than people of lower intelligence. If so, this has 
broad implication for basing a dynamic interpretation upon change. Since change is 
emphasized as having great diagnostic significance, and since up to this time change 
has been treated as though it were known to be a non-intellective factor in the test, 
if intelligence were to be found influencing the amount of change, then Szondi 
workers have been misinterpreting this concept and ignoring an important factor. 
Therefore, the hypothesis underlying this study is: Intelligence is one of the im- 
portant determinants of the amount of change in Szondi test profiles. 


PROCEDURE 

In order to test the hy pothesis presented, seventy-seven high school students 
were selected on the basis of test scores on the Miller Intelligence Test and the 
Henmon-Nelson test of Mental Ability (individuals were not used unless the scores 
on both tests placed them in the group to which they were assigned), and arranged 
into groups: 

Group N 10. 

Group Al, boys 24 .Q. 80-100 

Group A2, girls 24 .Q. 80-100 

Group B1, boys 15 .Q. 120 and above 

Group B2, girls 14 .Q. 120 and above 


All subjects were either 17 or 18 years of age. An equal number of male and female 
subjects was used in order to yield any existing sex differences pertinent to this study. 
These subjects were given a series of five Szondi test administrations (since no inter- 
pretation was being done, it was not necessary to give the usual minimum of six 
which we require in situations where interpretation is being made), and the data 
from these treated statistically as follows: 


The amount of change of one vector from the same vector in the profile immed- 
lately preceding it was calculated. For instance, if in the first profile the h factor 
were plus 3, minus 1, and in the second profile it were plus 2, minus 3, this would 
constitute a change of 3 (plus 3 to plus 2 is a change of 1 and minus 1 to minus 3 is a 
change of 2). Then, if the s factor in the first profile were plus 5, minus 1, and in the 
second profile it were plus 1, minus 3, this would constitute a change of 6 (plus 5 to 
plus 1 is a change of 4 and minus 1 to minus 3 is a change of 2). This gives a vectorial 
change of 9. Then, the maximum possible change for this vector was computed. For 
example, if the h factor were to contain a plus 3, minus | configuration, the maxi- 
mum possible change for that factor would be 8. If the s factor were open (having 
neither positive nor negative choices recorded), the maximum possible change for 
that factor would be 6. This would give a total of 14—the maximum possible quanti- 
tative change for the vector. 


*This work done at Kent State University under the direction of Dr. Harold E. Paine. 
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Having determined these two measures, the amount of change, to make it a 
more meaningful value, was expressed as a percent. It was considered best to express 
change in this manner, since a change of 3 appearing in a vector where the maximum 
possible change is 14 (21.4°7 change), would be quite different from a change of 3 
appearing in a vector where the maximum possible change is 20 (15°; change). The 
greater the change, the greater the psychological significance. This cannot be demon- 
strated on a basis of actual change, since the amount of change is limited by the 
statistical nature of the test itself. It has been pointed out that aside from the kind 
of change, change must also be evaluated both in terms of the amount and in terms 
of the original vector from which it arises. Therefore, in order to make change a 
more meaningful concept, it must be considered in the light of the maximum change 
possible for the vectorial change being measured. This procedure was carried out 
for each of the four vectors in each of the five profiles. A mean percent of change 
was calculated for each individual, and taking an average of these means, we arrived 
at a mean for each of the four groups. 

To facilitate comparison, and in order to determine any significant differences 
existing between the means, critical ratios were computed and their values were read 
from Fisher’s ¢ tables. (3, p. 53). 


RESULTS 
Table 1 presents the differences between the means of the various groups. 


TABLE 1. SIGNIFICANT DIFFERENCES BETWEEN MEANS OF GrRoUPS 


Groups t Level of Conf. 
074 95 
191 86 
055 96 
.425 67 
440 66 
058 26 
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Bl - : 
Bl - 
Al -. 
Al- 1 
A2 - 
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The mean of Group B1 (boys of higher intelligence) when compared with the 
mean of Group Al (boys of lower intelligence) gives a critical ratio of .074, and a 
level of confidence of approximately .95. In other words, the chances are only five in 
a hundred that the differences existing between these means is due to factors other 
than chance. 

The means of Group B2 (girls of higher intelligence) wehn compared with the 
mean of Group A2 (girls of lower intelligence) yields a critical ratio of .058. The level 
of confidence is approximately .96. The chances of factors other than chance having 
caused the difference in these two means are only four in a hundred. 

Comparing the means of Group B1 (boys of higher intelligence) with Group A2 
(girls of lower intelligence), thus allowing for any existing sex differences to be re- 
flected, a level of confidence of .86 is arrived at. The mean of Group B2 (girls of 
higher intelligence) when compared with the means of Group Al (boys of lower in- 
telligence) gives a level of confidence of .66. Comparisons of the means of the boys 
with those of the girls at the same intellectual levels yield the following statistics: 
Group Al (boys of lower intelligence) compared with Group A2 (girls of lower in- 
telligence) gives a level of confidence of .67. Group B1 (boys of higher intelligence) 
compared with Group, B2 (girls of higher intelligence) gives a level of confidence of 
.96. Since none of the differences between the means of the sexes are significant, we 
must assume that the slight differences found in Szondi test profile changes in our 
samples are due to chance, and not the factor of sex. 

The null hypothesis, that these changes could not be the result of chance, must 
be rejected in all cases. It can be stated, however, that the two groups are similar in 
terms of the variable (amount of profile change) under consideration, and thus in- 
telligence does not affect Szondi test profile changes. 
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Comparisons of the groups for the purposes of determining any sex differences 
show the tendency toward no sex differences persists throughout the study. It is 
reasonable to suppose that a larger N might yield results that would be even more 
clearly defined. 


SUMMARY 

The findings in this study are: 1. Szondi test profile changes are not influenced 
by intellectual level and we are justified in assuming that this variable (change) in 
the Szondi test in a non-intellective one. 2. The amount of profile change in the 
Szondi test is not influenced, to any great extent, by the sex of the subject taking the 
test. On the basis of this study, we can confirm the hypothesis in the field of Szondi 
testing that intelligence need not be taken into account when interpretations of 
change are being made. 
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NOTE ON FACTORS MEASURED BY THE HILDRETH FEELING AND 
ATTITUDE SCALES* 
MAURICE LORR AND RICHARD MURNEY 


Veterans Administration, Washington, D.C. 


PROBLEM 


The purpose of this note is to report the results of a simple factor analysis of the 
Hildreth Feeling and Attitude Scales. These scales, developed for clinical use and 
designed for measuring the current feeling state of the individual, have seen fairly 
wide use and adoption. The scales provide a yardstick of clinical improvement, a 
procedure for the rapid detection of depressed patients and an instrument for re- 
search. 

The scales consist of eight to ten statements ordered by a modified Thurstone 
technique. Each scale provides a multiple choice answer to the questions, ‘‘ How do 
you feel?” and ‘‘ How do you feel about .. . ?”” Two scales inquire about the patient’s 
feeling state as such. One deals with his outlook regarding the future, and one with 
the amount of energy he feels he has available. One scale asks about his attitude 
towards his work; one queries him regarding the clarity of his thinking. Two scales 
afford the patient an opportunity to describe how he feels towards other people. 

It has been reported “? that clinical improvement shows first in the Feelings scores 
and later in the Attitude scores. Psychiatric patients show a tendency to increase on 
feeling scores and drop on attitude scores as hospitalization continues. High initial 
Attitude scores appeared to indicate a cooperative patient who will do all he can to 
help himself get well. On the other hana, a low score indicates the reverse providing 
the low Attitude is associated with a high Feeling score. 


*Reviewed in the Veterans Administration and published with the approval of the Chief Medical 
Director. The statements and conclusions published by the authors are the result of their own study 
and do not necessarily reflect the opinion or policy of the Veterans Administration. 
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METHOD AND RESULTS 


The scale intercorrelations and the reported differences between the Feeling and 
Attitude scales suggest that two independent factors are measured by the scale bat- 
tery. To check this hypothesis, the correlation matrix was factored by the centroid 
method and the two factors isolated were rotated to oblique simple structure as 
shown in Table I below. 


TABLE 1. INTERCORRELATIONS ON SCORES ON THE FEELING AND ATTITUDES SCALE, 
CENTROID Factor Matrix anp Rotatep Facror Matrix 


M 


69 

46 52 

34 36 

19 20 ; 53 
36 13 k 64 
38 24 : 71 


Centroid Rotated 
Factors Factors 


Feeling-1 
Feeling-2 
nergy 
Outlook 
Mente! 
Work 
People-1 


People—-2 


The two Feeling scales, as well as the Energy and Outlook scales have their 
largest factor loadings on the first factor A. This factor appears to represent a sub- 
jective feeling continuum from a level indicative of euphoria, high energy and hope- 
fulness to one of extreme dejection, hopelessness and absence of energy. The second 
factor B is best represented by the scales reflecting attitudes toward people. Atti- 
tudes toward Work and the Mental scale also have large factor loadings on factor B. 
The attitude continuum on this factor extends from cooperativeness and friendliness 
to opposition and hatred towards others. Since the two factors are correlated a 
more general con:mon factor is implied. 


SUMMARY 


The intercorrelations between the scales of the Hildreth Attitude and Feeling 
battery were subjected to a centroid factor analysis in order to identify the under- 
lying factors it measured. Of the two factors isolated, one measures feeling state or 
mood and extends from positive high feeling to profound dejection. The second fact- 
or of attitude towards people extends from easy cooperativeness to hostile opposition. 
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THE RELIABILITY OF A SINGLE SZONDI PROFILE 
DAVID COLE 


Occidental College 


PROBLEM AND RESULTS 


In their writings on the Szondi Test, both Deri and Szondi stress the import- 
ance of obtaining a series of profiles from an individual subject before the results 
may be used validly for personality description. Deri“, in a recent article has 
shown that while normal subjects show more consistency between their first and 
second test profiles than is true for disturbed patients, nevertheless even for normals 
changes may be anticipated. 

Despite such warnings, one hears reference to Szondi interpretations based upon 
only one administration. In order to gain a better overview of the potential validity 
in such a procedure, the author has analyzed the Szondi profiles of eighty-six college 
students, all functioning adequately in a college environment, with a view to com- 
paring the profiles for the first and second administration of the test. The results are 
summarized in the tables. 


TABLE 1. Factors CHANGING DirREcTION BETWEEN IsT AND 2ND ADMINISTRATIONS 
Number of Frequency 
factors changing 


0 
1 


TABLE 2. FREQUENCY OF CHANGE IN Eacu Szonpi Factor 


Factor Frequency 
of change 
H 14 


) 44 


k 50 
Hy 42 
K 38 
4 30 
D 29 
M 35 


TABLE 3. NATURE OF CHANGES OcCURRING 


Change Frequency 
Plus to Minus 16 
Plus to Open 34 
Plus to Ambivalent 28 


Minus to Plus 18 
Minus to Open 10 
Minus to Ambivalent 23 
Open to Plus 

Open to Minus 

Open to Ambivalent 

Ambivalent to Plus 


Ambivalent to Minus 
Ambivulent to Open 
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A review of these data reveals that these behaviorally “normal” subjects have so 
varied their responses between the first and second Szondi administrations as to 
rather notably change the personality picture which might be drawn from either 
profile considered separately. The frequency of changes noted here is considerably 
greater than those noted by Deri in the article cited above. Deri indicates that 
emotionally disturbed patients will display even greater test-retest variation than is 
found in clinically normal subjects. In view of these data, the possibility of drawing 
legitimate implications from a single Szondi profile would appear to be nil. 


SUMMARY 


This study seeks to determine the reliability of a single Szondi profile by com- 
paring the profiles for the first and second administrations of the test in a group of 86 
college students. The results indicate that normal subjects show such varied res- 
ponses on succeeding test administrations that no reliable conclusions can be drawn. 
It is concluded that the results of single administrations of the Szondi test are not 
reliable. 
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EDITORIAL OPINION 





THE ORPHAN OF AMERICAN PSYCHOLOGY 


More than fifty years ago psychological theory made the basic differentiation 
between affective, cognitive and conative functions as constituting the three fun- 
damental components of mental life. Experimental psychology quickly found that 
its methods were suitable for studying emotional and intellectual factors of person- 
ality and within a few years, research studies made great progress in clarifying the 
nature of sensation, perception, memory, learning, thinking and the autonomic 
bases of emotional reactions. Because of the accessibility of these functions to ex- 
perimental and statistical methods, it naturally developed that such schools as Be- 
haviorism, Gestalt psychology and psychoanalysis became concerned with attempts 
to demonstrate that all psychic phenomena could be explained in terms of reflex- 
ology and other established facts of emotional and intellectual life. The result of 
this trend has been that current American psychology is strong in its emphasis on 
affective and cognitive factors of personality but very weak in its studies of the 
phenomena of consciousness, volition and self-control. For a time, it even appeared 
that Behaviorism would be successful in demonstrating that man was but the most 
complex machine whose every action could be demonstrated to have material 
causes. Behaviorism and objective psychology did succeed in proving the role 
exerted by blood chemistry, glandular balances, autonomic functions, conditioned 
reflexes and reactions, and other psychophysiological factors in controlling human 
behavior. The effect of this trend was to successively remove large areas of human 
behavior from the field of the ‘“‘mental” into the field of psychophysiology, and thus 
to progressively decrease the area of conative phenomena formerly believed to be 
subject to voluntary self-control. This has been a salutory development with 
great clinical implications for our understanding of the relative roles played by af- 
fective and cognitive functions in psychic life. But in other respects, it has been 
unhealthy to the degree that a rigid adherence to objectivism has lead to the denial 
and abandonment of research attempts to study the nature of volition and the 
possibility of exerting some degree of self-control. 

While the abandonment of such concepts as Free Will and Will Power, and 
conation as a mental faculty has been an healthy development, their negation should 
not lead to the errors of denying the reality of certain patterns of behavior which 
these concepts were intended to describe. It is true that psychophysiological ex- 
planations have been provided for much behavior which was formerly conceived 
as conative, but this must not be taken to imply that all behavior is determined by 
psychophysiological factors. Indeed, it is precisely in the areas of the highest level 
functions such as self-control and purposive creative thinking that modern psycho- 
logy has met its greatest failures. From the Age of Reason where Man was consid- 
ered to be a rational creature capable of complete self-regulation, the pendulum has 
swung to the opposite extreme as in the psychoanalytic movement which over- 
emphasizes affective-impulsive life and literally denies the possibility of any con- 
scious voluntary control. On both theroretical and clinical grounds, it may be hy- 
pothesized that the truth lies somewhere between the two extremes in a systematic 
position which gives proper weight to conative as well as affective and cognitive 
functions. This viewpoint will be congenial to clinicians, since workers in the clinical 
field have always been forced to deal with a range of phenomena which are never 
encountered in the experimental laboratory. Even if it may be ultimately demon- 
strated that 99°) of behavior is psychophysiologically determined and hence out- 
side the realm of voluntary control, the possibility of controlling even 1° of behavy- 
ior voluntarily may mean the difference between success and failure in adjusting 
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to many life situations. Actually, clinical experience suggests that a much higher 
amount of behavior than 1° may become conditioned to self-control with proper 
training methods. 

Clinical experience suggests that all persons might be arranged on a continuum 
ranging from the neonate who shows no self-control at one extreme to the most in- 
tegrated person at the other extreme who shows an highly developed ability to exert 
self-regulation even under conditions of severe stress. Indeed, our whole educa- 
tional system is founded upon the premise that some degree of training in self-con- 
trol is possible for everyone. One of the most baffling problems of personality eval- 
uation is to resolve the discrepancy which often exists between high native endow- 
ment and poor practical performance. The world is full of people who know what 
they should do but are not able to execute it. One of the best examples is that of 
the 14 year old boy with IQ of 135 who doesn’t seem to learn to wash his hands before 
meals, or to put on his napkin, or to bring the tools in out of the rain, or thousands 
of other things which a person of such intelligence should automatically do— 
particularly after thousands of conditioning experiences from parents and teachers. 
Clinical experience suggests the hypothesis that self-control is not innate but only 
achieved through learning. As we have indicated in other papers, clinical psychology 
can deal with the phenomena of self-control very effectively through operational 
methods. It is possible to identify and catalogue the operational steps which a person 
must accomplish in order to gain self-control even though the psychophysiological 
mechanisms which make it possible have not been elucidated. Creative thinking is 
obviously possible in the sense that it is a real phenomenon whose existence can be 
objectively demonstrated. Creative thinking frees the person from mechanistic 
control by his own physiological processes or from the environment, and thereby 
makes possible choice reactions based on finer discriminations. 

If these hypotheses are accepted, a whole new field of research possibilities im- 
mediately opens up. A first approach will involve developmental studies of people 
of all ages to discover the range of types of self-control possible in each group. This 
might be accomplished by intensive observational studies of individual children to 
discover the ages when various types of control become possible. Such studies 
might result in the development of developmental scales or indices such as the Con- 
trol Quotient (CQ) measuring the amount of control shown by any person in relation 
to age standards. Other research studies would elucidate the operational steps 
whereby control is achieved. In the fields of psychodiagnosis and psychotherapy, 
obviously great possibilities exist for identifying control defects and treating them 
with appropriate reconditioning methods. When all this has been accomplished, 
psychology will indeed have entered a new era. 
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